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ABSTRACT 

Descriptive information is presented abouti the physical character- 
istics and Jfealth probleM, behavibral charaoteri's^cs and maladaptive 
befevior of a national sample of mentally retarded people living in 
.public and community residential facilities. 'Sample groups included 965. 

current residents of community residential facilities, 953 current 

f • 

residents "of publAjly operated residential facilities, 211 residents 
newly admitted to public residential facilities, and 192 residents 
readmitted to public residential facilities after previous release. ^ 
Behavioral* characteristics were assessed using a model that incor- . 
porated specific levels of independence. Residents of community resi- . 
dential facilities were generally more independent than residents of ' 
public facilities, although sizable proportions of both populations were 
severely handicapped and required one-to^ne assistance for most 
activities. t * - 

The prevalence of health problems was similar among public facility 
residents and community facility residents. Residents of community 
facilities exhibited the same^ types of physical handicaps and maladaptive 
behaviors found among residents in public residential facilities, 
although the prevalence of physical handicaps and maladaptive behavior 
was higher in public facilities. Maladaptive behavior was analyzed . ' 
according to prevalence, frequency, and severity. Implications for the 
deinstitutinalization process are presented. 

iii 
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I. INTRODUCTION 



The decade of the 19708 brought wldeapreAd changes in reaidehtial 

services for mentally retarded people. T^is change is reflected 

dramatically in release statistics coinpiled for publicly operated 

facilities^^.,Wing the past 13 yearsy th^ number of retarded -people in 

state inst!^ tut ions has Reclined by ai»rtxl»*^ly 30%*, since reaching h 

pe^' population oM94* 650 residents in 1967 (Vkin^ 1979) . Statistical 

indicators of population movant, howeve^^ provide only partial InfQr- 

mation on, changes that have takea place in the rebidential service 

system. Recent . surveys of community-based residentAal programs and 

foster homes "specially licensed for retarde<i' people l>aye shown that 

their njaBBWs Wreased, eacjoneniially/during '1970s. {They currently 

serve in excels of 65,000 retarded pfeople , (Bruin inlcs,' Hauber, « Kudla, 

^ / 

1980; Bruininks, Hill^fi Thorsheim, 1980)." 

V . ■ ' ^ . ^ 

• Detailed information about the needs of re6idehts i^ necessary for 

effecjsive .planning, dey»lopm^»nt, ^ and evaluation of -Residential services. 

• ^ - t • 

The need for information vis particularly evident in states in which the 

\ . . ' " 

courts ^ave^ ordered the release of hundreds, even thousands, 6t residents 

from poJ^lic residential facilities, to .settings* that are judged to be 

less ^esArictiT^ (Halderman. vs. Pennhur&t, 1977> Welsch vs. WJcens,. 1974; 

■ ,'• *)■ ' . . » ' ' ■> 

Wyatt 'vs..ptickney; 1973). -i *, ' . 

< . ■ ' ■ . 

There *^have been several investigations the ifharacter^ptics of' 
mentally re^krted jaebple in public and priyate • residential facilitlAe , 

* ' - ^ % 1 ■ 



. (Eyinan, 1975; Frohlich, Burdette, Cormier, Matthews, 1974; O'Connor, 
1976; Payne, Johnson, a Abelson, 1969; <Scheerenberger, 1979) . Many 
people residing in state operated institutions have been shown to'.' 
present physical handicaps and limited abilities,. The. previous studies 
indicated that approximately • OQe-f if th of the residents c<juld not w4lk 
or feed fhemselves; "half^could not. talk, were not to^et^^i^d, or * . 
could not^get dressed ;^ithout-help: Retarded people living in community 
, facilities had relatively higher abilities and fewer physical handicaps 
coinpared to those in institutions; they were soiiewhat "younger; and only 
10%- could not talk or needed assistance with basic klf-help skills 
s^ch'^as -if/l^xng dressed. * • . - ' - 

Mental retardation is often accdibanied by physically handicapping 
conditions (Hardman a Drew, 1977) , limited motor skills (Bruininks, 1974^) 
or .health problems (Nelson a Crocker, 1978; Smith, Decken, Herberg, a 
Riapke, 1969). Although it is not cle^jw: that there is' a direct relation-, 
ship between physical characteristics and health care needs, past surveys 
of the health characteri|tics of retarded people in publicly operated ' 
institutions have also indicated a highcincifieht^e of medical problems ' ■» 
(Wright, Valente, s Tar jah, 1962) and mortality rates (deaths per 
thousand persons per year) that are far a^jove those for the general 
population (Balakrishnan a Wolf, 1976; Forssman a Akesson, 1970; Tarjan, 
Eyman', a Miller, 1969) . ' ' 

Although neither physic^i handicaps nor, health-related problems 
have been: plearly identified as reasons for initial institutionalization 
(Mariey, Pace, a Morrison, 1964; Saenger, 1960), they have often been 
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cfted as reasons for reinstitutionalizaUon of released residents. 

Pagel and Whitling (1978) studied 117 readndssions to a larp state 

institut4.on for retarded people. Among all reasons for readmission, 

25% of th^ group w«re reported by social workers to have returned 
« ■ ' .... 

because of health probl^, 45% because of maladaptive behavior, 10% for 

a combination of health problems and maladaptive ^Lehavior, 'ajid 22% f6r 
other redsons. Similarly, Keys, Boroskin, and Ross (1973) reported that 
of 126 readmissions to a public institution, 28% returned for medical 
reasons, 6% because of uncontrollable' seizures, 30% becjause of behavior 
problems, amd 36% for other reasons. 

Behavior problems have long beeii considered a major, factor in ' 
successful community placement and adjustment (Stemlicht & Deiitsch, 
1972; Windle, 1962)/ Next to severity of retardation, behavior problems 
may be the single, most important factor in determi^ning -initial plac^ent 
in an institution (Maney, Pace, s Morrison, 1964; Saenger, 1960; Spencer, 
1976). Readmission rates to institutions, moreover, suggest that some / 

community residential facilities may be unable to cope with certain* / 
■ ' " . • " ■■ . ■ /• 

behavior problems. Although the total nMmber of institutionalized / ' 

retarded people has decrefised at a fairly constant rate, smaller ^umbers 

of first admissions to state operated faci?.ities have been offset by 

larger nuniers of readmissions (Conroy, 1977; Lakin, 1979). In 1979 

readmissions actually outnumbered f>rst admissions to publ^p residen 

'facilities (Kremtz, Bruininks, & Cluit^ner, 1979). / 
a ■ ^ ■ •••• ■ • 

There have beren several efforts to establish the prevalence of 

maladaptive behavior among retarded people. ' Eyman ahd Call (1977) used 




selected items firai the Captive Be)4viof - Scale (Nihira. "porffcftr. 
Shellhaa||^& LeiUuid, 1974) to jivestigate thp pr4va/ence of maladaptive 
behavior in samples' of retarded people livdjg in institutions, in com- ' 
munity faciltties, and with *heir parents. A high percentage of ' 

■ • ■■ ^' ■ ■ . ■ . ■ • ' 'i . . 

indiyi^^uals in each sample, espeqialli- males and people lilving in insti- 
tutioVis, were reported to exhibit maladaptive behavior. For example, 

/ * ' ' " - ■ 

approjfiniately 45% of the institutionalized saii5)le; ,S<^of the people in 
community facilities, and 20% of those IjLving with their^irents' were>: 
i|Pfar;ted, to threaten or do physical vidl^e- to other people. 

The relative basis by which society <lete*mines wh,at ^ehavior is 
considered to be unacceptable makes it..difficj^ to judge the severity 
of ma'lHaptive behavior amon^ rfetarded-^ebple. Iboroffj (1967) ' used a 
critical incident technique to identify specific behaviora^l events that . 
had precipitated reinstakutionaiization of. a sample of rein;stitution- 
alized residents. An impressive finding was that the majbrity<^f^^v._^^^ 

critical incidents that included behavior problems would^have been'con- 
. ■ ' . f ■ ■ 
sidered inconsequential if they had been performejj by a nonretaWTed ' 

person i^g., a nonr#fcarded person would not be institutionaliz^tf^r 

missing work). Anothejr frequently cited study (Nihira & Nihira, 1975) 

indicated that of 1252 incidfents of problem behaviors among 424 retarded 

residents of community residential facilities (problems that were con-' 

sidered to be hothermm^.i.:mSLQQ&^^ the . threshold o^^m- 

munity acceptance) , only 16% were considered to jeopardiate the health, ' 

safety, general welfare, or legal status of residents. / 
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^iirpose of the Study . / * 

,j ^ DeinstituMonalization involves .pfacing inentally retaiMed people itx 
the least; restrictive residential alternatives which appropriately pieet 
their special needs. Tb effectively plan. and' eifluate the residential 
service system,., it is necessary to possess accurate information about the 
characte«iJstlcs-of people in Seed of residential .^are. Altlio.ugh there 
»>ave beei^ previous studied of th6 physical ^Ilief behavioral char|icteristi*cs 

of mentally retarded people' ii4 residential facilitie^^ none has been as 
^c^rehensivf in' describing resident characteristics on a national scale. 
Previous studies. have gathered data from either public*. or , community " .| 
facilities; resident characteristics have often beSn ass-^ssed in a \ 
general manner that .has- .hot yielded information in a fprm .useful for ' 
planning and evaluatior^piirposes; and metfipdologies have often cpinfused ' 
,healt;h ^are needs with physical handicaps^ 

This study incited a detailed -exai!M.nSsii|| of characteristics,^ 
residents sainpled from a large number of piibliTc and community residential 
facilities throughout the United States. The puzposf of tlils report is 
to ^present data about the health, physical, and behavioral characteristics 
and maladaptive behavior of mentally retarded people living in public and - 
community residential facilities. - ^ 
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' II METHOD 

• studies of residential services >6r mentally retarde ^ 

people hive focused on specific topics such as the size of facilities, 
the cost of services, the adaptive behavicyr of residents, pie niiladaptive 
.behavior of residents on sp6<^'4l'fic >5puiatiyns; ; A>^ific geographic 
V . ai^eas, 6r specific -types of faciiities. MeJ^dologia^ve usually been 
restricted tof mail quest^^a|^ire9V examination oi.recdrds, or self'"^ t 

report fojtas.. ^ . ■ ' ■ ' 

'' * ■ ' ' ' . . * ■ ' ■ ' - * • 

r » ' The present study attempted to overcome many of these limitations. 

It included a national sample and used a combination of oh-si'te inter- ^ 

•"• >;'*.'• * * ' *' ^ ■ ■ ^ 

view^^examinatipn of records,, self report .forms, observation^ sind 

■ . / ; . - , \ - .. ^ - • ■ ^ . ' 

' telephone follow-up prbQedmres/; . The many topics invektigate*d :perniit 
conc^irrent comparison of ^ i^^ information.' A more.coni)lete 

description of .the. methodology f br' the study ?ts 6ontai«ed in a rej^rt by 
Hauler, Br^ininki^, Wieck/ Sigford and^^ H^^ • - , . 



t 



Sanple . ' 



The study included 22 71. retarded individuais in '236 resident^l 
facilities. A tvro-stage probability sample design for the stud^as 
■developed in cooperation with the -Sampling Section of the Survey Research 
Center at the University of Michigan's Institute for Social Research. In 
the first s£age, a sample of facilities|was selectedt^n such- a> that 
the probability of a facility's selectiU^W^. proportionate to its size 
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(i-e., -number of residents) and so that the distribution of sample 

facilities acrpss census regions and size classes was in^close agreement 

with the distribution of the rfational resident population (Hess, 1979a, 

1979b). The following criteria were used to define facilities: 

. ' A qpmmunity resi<^ential facility (CRF) is community- 
based living quarter (s) which provides 24-hour/., 7 days-a- 
week responsibility for room, board, and supervision of j 
mentally retarded persons as of June 30, 1977, with the ^ 
exception of« (a) Single family homes providing services 
to a relative; (b) nursing home;s, boarding homes, and 
foster homes that are not formally state licensed or con- 
tracted as mental retardation service providers; and 
(c) independent living (apartment) program^ which h^ve ho 
staff residing in the same facility. ' • 

A public residential facility (pIf) is any%tatC sponsored 
and administered facility which offiSrs comprehensive program- \ 

ming on a 247hour, 1 day s-a -week basis. 

\ \ 

\ 



^Public facilities were -sampled from a gomplet'e ^1977 list of public 

residential facilities maintained by t^^ National Associatioh <tef4uper- 

intendents of Public Residential Facil^^tids. Community ,facili,ties were 

• ■ - ■ . >. ^ . , ■* - . 

sampled from among 4,427 facilities that participated in a 19-^ national 

m^il questionnaire survey ^Bruininks, Hauberi &' lCudla> 1979) * 

In the second sampling ^t^, a sai^ldng fraction of residents 

within each facility^ was determined so that the total^l^ainple size would 

be approximately 1000^ PKF and >J|p CRF residents. / ThisNdesign was 

inten<|ed to provide an iinfiia^eT representation of all mentally retarded * 

residents in public and community resident^ial facilities in the United 

States in 1978.' ' ^ j 

-Five sample groups of residents were selected independently.^ The 
two p^iirtary groups were cu^nt-i'esidents of CRFs and -current residents 



Current Resident/ Any mentally retarded person on the 

rolls of a facility as of the night prior to preparing the . , 

^ainple list, and for whom a bed was held on a 24 hour-a-day 

basis/ even though he or shfe might have been temporarily 

ayay on overnight leave or in a hospital. Residents on " 

trial placement at emother facility were excluded. 

^' With PRPs three additional samples were selected: 

New -Admission. A mei^tally retarded resident who had been * 
admitted for the first time to a sample faciiity during the 
time period of July 1, 1977 through August 31, 1978. 

\ Readmission. A mentally .'retarded resident who had been 

1^ admit:ted for the second time or ritore to a sample facility 

1978^^^ ^i"^® ijeriod of July' 1, 1977 through August 31, 

Released Resident , A mentally retarded person who had left, 
been transferred, formally released or discharged 'from a 
sample, facility (for reason^ other than de^th) during the 
time period January 1, 1978/ through August's*, 1978. The 
person,.waa no longer officially <^ the rolls of the facili^; 
or the , facility no longer maintafiied a be^S tor t:he peon's 
use. . ^ . 

^ This report ^includes ^data on CRF current residents, PRP current 

; residents, and oh new admissions and readpdssions to jPRPs. Infomfation • 
* " . I ■ ' . 1 ^ , • ' 

i about PRF released residertts is discussed iri h related project 

publication Oigford & Bruin^nks; 1981) . t ^ 



Response Rate*and Sample Weightintr 



Tables 1 and 2 present a summary of response raj^es In thfe study, 

■ * .y". ' \ • ' ^ • * »' ' " ■ » ^- ' t 

Sevferal facilities that declined to participate or , had dlosed after the 
time of original, selection were replaced by other fa(^||ities of the same 
size and frbm the same geogtaphic region. At the time of the 6tnidy 
theye were six commqnit;y residential facilities in the United States 
that had more than 400 resixients. Only one of these facilities agreed 
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^ ^ Table 1 - 
Summary of Pc^cil^ty Selecti<;m 



: — ^ 1 • ^ • ' • • 


Facilities 


Originally 
selected 


Participeuits 


Replacement 
facilities 


. P/inal\.. 
participWrits 


CRTs 
' PRFs 


180 
78 


154 • 
72 


7 


" 161 / f 
/ - 


I _ 


SujPar 


r^^r ■ a 

i, « 

Table 2^^ ■ , ^ f' 
Y of Resident Selection \ ' / 


•I y- 
» 






Originally 
designated 


Particip^'tlncr 
•residentts 


Weighted^ 


CRF current residents 
PRF current /evident s 
PRF new ^adimissions \ 
PRF readmissions- 
PRF releasees a ^ ^ * . 

— ^ ' / . ^ 


1024 , 
98% 
220 ' 
210 
497^ 


-^1 / - 
9653 / 

• L.i927--. 


« 

964 
997 
' 286 
" . 244, 
494 



to participate in th:e;^'tudy. After ai;) exj:ensive effort 
to recruit these nop-par€icipatlng facilities, project staff deci/ed^to 
keep the one pa^^cipating facility in the stud3V,iake no adJusJlient ^ 
for hon-response of the otKer large^ facilities, and yeport that CRFs 
with morfc than 400 residents are underrepresent4d . 

The sample^esign specified the appropriate number of residents to 
sai^le within each facility. No adjustment was made for non-res^nse 
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of , individual residents ot non-respbnse/«k. individual questionnaire 
items becauge, it was not felt that tj^^rel^vely limited number o'f non- 
responses ^ar-%ased in^^a particular ^dirjctiSftw a' wei^adjustment of 
re§ident.dal5a wks made for facility n^esponsl and for disproportionat 
sampling (c^ Hauber, et al., 1980). This Adjustment, ^though minor, ' 
assured Jthat each! resident represented thtf appropriate proportion of 
l^^esidents in tl|/e pbpulation'as a whole. ' ^ 

) Descriptive data presented {^n this report are weighted^ All 
statistical analyses, however, are based upon unweighted data in order 
to assure probabili^ values based upt^n actual sample size. 



\ Survey Instruments 

|The eleven instruments jased iin the study were based upon research^ 
issues identified in the literature and reviewed- by a natiohal panel of 
30 people knowledgeablfe about services foV mentkly retarded persons. 
Many sources were used in the cWelopmei^ and review of specific 
questionnaire itemfe, and each it/em was aOain ievie\5ed by outside experts. 
Field procedures and interview/ content w^' pilot tested in a samp* of 
'Canadikn .residential facilities /^d sontg inte5:view questions were 
revised^as a result of the pilot t^t. A^econd fifeld test was convicted 
in a group of ^ United States facilities to 'assure that f iAal survey ^ 
instruments and procedures were optimal. . ^ 

An admitiistrator interview questionnaire, financial questi6nnaire», 
ataff composition list, staff separatiorf list for a^30-day period, and. 
physical plant description self-report foirms gathered information about 
each facility ^and its administrative characteristics. 
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\ / -12 • • \ . 

Demographic information about iddi^dual residen|s , including date 
^l^of birj(h, date of admission/ previous type of residential placement, age, 
height, vjeight,. and diagnosed degree of taxation, was obtained from 



iachjresiSenfs records and recorded dn a' Persbnal Record Sh^et, (see 




3ut residents were conducted with ,]direct-care stiff 

persons ^ho had known each ^Iwsident selected for the sample for at least 

« ^ 4 . ^ 

two months. Each interview, which lasted approximately one hour, covered 

' > . 

topi(<s such as program plans, day programs, leisur6 time activities, 

■ f ■' ■ ' • 

family and social contacat, specialized services, characteristics of the- * 

residential environment, and physical, heal-thr^an<^ behavioral character- 
istics of each resident. Questionnaire items were designed to make 
Bfeximal use of the care person's knowledge.^ Although care persons some- 
times consulted residents' -records,/ they were not required to do so. 

Each resident's behavioral characteristics were assessed \with the 
Behavioral cKaracter iystic Assessment , a 65-item booklet completed by a 
care person (Hill & Bruininks, , 1980) . • Existing Jpehavior scales had been 
judged to be inappropriate for us^' in this study loecause of their, length , 
tail^ limited content, means of a^inistfatiolf^pr became of 
• difficulties in*inferring residential^ service needs from, their results 
(Ifiir & Bruininks, 19-^7). The Behavioral Characteristics Assessment s 
presented in Appendix B, was specially developed to satisfy the require- 
ments of this research ^ffort, which included time constraints that 
permitted approximately 10 minutes for the assessment of Ijehavioral 
characteristics. 



N r , ^ . / ■ ■ 

/~^® Behavioral Characteristics Assessment/ was bised upon the 
assumption that , residential procj^am^ should^trive to pronnj^e normal- 
ization and independence ^^ile at the sake -time providirig special treat- ' 
ment or assistance that residents need. These two interactive elements^ 
—special care and opportv^ie^^for independent—provide^ the f rame- 
^ twprk for a model that related the behavioral chCracteris^cs\ of retarded 
people to the residential environment in which they li^ ^It\was 
hypothesized that there'^ are specif ic behavioral characteristics that 
differentiate the^way^n which retarded individuals intferact wjtl^ other 
people', including. residential staff, and that these* ^racterCtics ^ 
\ couia be identified with varibus skilte and abilities. Knowledge about 

specific behavioral characteristics cSild li^p ift determining the type / . 

- . / * A 

and amount- of specialized assistance as well as the opportunities for { 

social interaction and independence that a residential facility should 
be able to offer its residents. ' 

Figure 1 depicts a model of behavioral characteristics *in teiu|^of • 
six levels of independence. The Behavioral Characteristics Asse Ant 
identifies six sfiecific points along a continuum. ^ one end of this 
continuum are retarded people whose Wlities are so limited as to make 
them passive and nearly totally . dependent ; they require a great deal of 
care, and their social intefaotion is minimal. As these individuals 
learn and develop, there is a point at which they may begin to respond 
cooperatively to gestures and manual guidance, yhiy^a first level of 
"•independence, designated as level 1 in the Behavioral Characteristics 
Assessment, and identified by the first item in each of the assessment 
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<1. Totally debendent 




!• CooBerates with 
maxH^l^ guidance 



2, Responds to demons^tratlon ; 
and verbal guldan^ 



3, Initiates a^lvltles, ♦ 
requests help, can be 
' left alone briefly 
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4. Masters routine activities, 
ventures into the com- 
munity alone 



■I. ■ 



4 



Need for guidance & supervision 




Social and coifmunity interaction- 

— — > 



'li Figure 1. Levels of Independence in a Residential Setting 
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instrument's behavioral aomainsJ As abilities further Increase, there 
is afiother Boint^atj*hd^h demonstration and verbal in^ructioh can be 
u|5a ^s effective forms of guidance and int^ractioii with other people 
^(level 2). A third seVne^l? of ^ the 'continuum is signified by the point 
at which an individual begint to initiate his^er own a^^bt^ties, begins , 
actively seek help when it is needed, and can get along vitliout ^rect 
iupervision for short»periods of *in«. a fourth level of- independenpe ' 
is attained when an individual begins to ventuf/llone^nto* theXommuniti 
near the residential facility. A fifth level is reached .Wh«n 'an Vdiyidual 
can actually liy and work in the comi^iSity semi-independen^ and "^it 
the sixth lev^l ^independent liying in the community^is j)pssible^ ^ These 
levels of indepen^e provided, a meaninjiul and economical basis for ' . 
scale-^nstructidn requiring ohly a limited number of scale items to 
disc^i'Jj^te levels^^ Independence within ^ach domain ' . ^ 

7 %havioral a^essment scales customarily, if ^somewhat iirbi'tra^ly, 
group funct^iffly related behaviors i'jSto categories called domains. 
Past studies of community programs .have often included domains related 
to domestic skills and .cdmminity living, whereas studies of institution- 
alized residents have placed more emphasis on basic self-helf) skills 

Behavioral Characteristi cs Assessment , which addresses all levels of 
independence, incorporated domains 'from both-of tlfese commonly .used area^. 
Since it i's u8«ful to make comparisons WitH^ata collected from.other 
studies,: the Behavioral Characteristic s Assessment was designed to be as 



compatible ^as possible with previous studies and data base nfcdels 
After reviewing many behavior scales and queljlbnaires (Hill s 
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Bruininks, 19T7) ,-eleVen domains' yrere selected f 05. ineausion " in tfce 
->asses8»ent^^ (1) Eating. a«d neC^e^ratlon ' ' '(2) pressing, 

njfl^^&^g, (4) PefTOnal self ctrA, (5) ixai^ge comprehension, 
(6) Language ^ression, • (7) Social intepaction,. (8) Dpme^tic activities, 
(9) Community orientation; (10) \^alue 'and iaoney, and (11) l^eading^ 
andwritigp. Each domain of the. Behi^vibral Chai:acte^i'sti<;3 Assessment ' 
c°ntai*i five, or/sik hier«qhical^ 'pranged 
^ the levels qf indeJSertaihce^?^ - " ' " 

, . The^ assessment «as produced as a booklet to W lilled out by direct- 
care sj^f^ unfler etandardizedldir^Stlons provided -by a trained inter- 
. Viewer (see Appendix B) . . After -^ettd testing; yaribUs statis't^cal, " - 
analyses liidicated an average ifc,inte?:,^rater agreement of 83%, domain- ' ' 
total-co-'crelations' ranging ^ -'sflr .and total scale scores .which 

correlated highly with other 3^1^ Se^avior scales (Hill .& B^uin^ 
1980).. . ' . . ^ I . 

Tije -Behavioral, Chara cteristics Assessment intftnd>.ri to be.a" . 
measure, of actuar day-to-day perftormance. .Residents We^e considered to 
pass an item if they performed i€ Wei; on a regular basis, without 
having to be assisted or coaj^ed, or if the staff member completing the 
assessment form was certain' that a resident* would routinely perform the 
behavior described by an item if . not prevented "from .doing solely by 
cqnstraints of the present enviroiiment . These environmental coristraints ' 
might have 'been rules (e.g., no residents in the kitchen) or character- ' 
istics of the physical environment {j.g., no kitchen in the building). " 



, • Motivation is a second factor that wa^ expected ±o influence the 
expression of behavior among r«Bi4ents. In order to determine th^" 
'difference between typical performance and potential performance, data 
were gathered on the number of scale items that a Resident "could" 
perform, "but only if coaxed or repeatedly reminded.'" Resident^ were 
not Considered. to pass such items, however. — 

The number of items passed in ea<$h dotbain corres^jbnds to ^ specific 
level of independence. The total scale score divided by 11 (the number 
of domains) yields aft overall level of independence score. 

Information about physical ability,* additional handicapping con- 
ditions, and health characteristics was obtained through a series of 
interview questions, some open ended, and some with fixed response- 



categoijtfes. ' These^estions are included in Appendix C. Re^nses wete 
r^orded verbatim,Tkdividually coded, and later categorized during 
data analysis. 

. „ Care persons were asked if residents had "any long-term health 
problems such as heart trouble, diabetes, and So on.", Although staff' 
frequently referred to residents' records or consulted witH other staff 
members, they were not Squired to do so, and could respond that they 
did not know. Temporaigf ill-nesses were not included. Dove's Syndrome ' 
and other diagnoses for which mental retardation is a primary s^tom 
were n'ot themselves considered health disorders, but specific disorders 
such as heart problems that often accompax^y Down's Syndrome were recorded 
forjresidents who evidenced i*ein. Health disorders were catSgorizecf 
during data analysis in a manner consistent With the International ' 



. ' ' Pl'seigicat^on of Diseases (ICD-9-CM, IMO). It la possible that some 
^ residents had conditions that were i>ot Jcnown to carfe persons. However, 

since titb care tperafon interviewed had l^en responsible for the 'resident's 
, direct care for a considerable periy^ of time and was likely to be 
familiar with any treatment and me<lcai or nursing consul tatioi>, the 
underestiiiBition of incidence of hsfelth problems wHq expecte^ to be 
minimal, &nd similar for all sainple groups. 

The care person questionnaire also inijluded a sectibn which assessed 
residents' maladaptive behavior (s d) . Several research 

efforts, have approached the assessment of maladaptive behaviir through 
the use of categorized checklists (EyirMin, ^75; Payne, Johnson, s ^ 
Abelson, 1969, Nihira et al., 1974^. ^Chelifmsts, however, 'have often 
been difficult to interpret because various behaviors are not necessarily 
equally problematic or severe (Aiiger & Auger, 1974; Clements, Bost, 
DuBo'is, s Turpin, 1980) or because behaviors occur at varying frequencies 
(Abelson s Payne, 1969; Isetts Spreat; 1979; King, Soucar, s Isett, 
1980; McDevitt, McDevitt, & i||Bn^l977; Taylor, Warren s Slocumb, 1979>: 
The present study attempted to determine the type, frequency, and 
severity of various behaviors.^ . ^ . 

the maladaptive behavior section of the care person questionnaire 
combined a series of open-ended and fixed response questions about four 
major categories of maladaptive behavior (self-injuridias behavior, 
behavior injurious to others, behavior that damages property, and unusual 
\ or disruptive behavior), as well as additional questions about other 
behavior problems, iri a set of open-ended questions for each major 
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category, a staff person wasasked lo ilst specific behaviors evidenced 
by a resident, up to three behaviors were later coded yithin.each 
category, if a resident evidenced several different behaviors within a 
Single category, Uaff were asked toT identify the single nost prominent 

^ indicate the frequency at which episodes of the behavior usually 
occurred..; The fre«3«^y of behavior was recoded into five levels 
.ranging from less than once per nonth (^level 1) tolrie'or more tims 
per hour (level 5). • 3 

"I 

* staff were also asked . . what you usually do" whan the resident 
exhibits this behavior? it was felt that staff response would be an 
. indicator of th^ severity of a maladaptive behavior on the assumption 
that the problem a particular behavior presented would be fleeted by 
the amount of disruption it caused and by the type and aJZt of staff 
tiine that was aUocated to responding to it. Five levels of staff 
response were analyzed. Wie least serious level of staff response was 
considered to be elicited by behavior for which staff reported that they 
•^id not do anything." The infrequency at which this level of response 
w>s reported indicates that staff had seldom repoifced a behavior problem 



unless it actually was a problem that they responded to. The second 
level of staff^response included an organized effort by staff to ignore 
the maladaptive behavior, to withhold any possible sociil reinforcement,, 
and to reinforce other more adaptive, behaviors. Verbal respftises 
constituted a third, and more intrusive 1^1 of staff response, staff 
responded verbally by asking a resident to retrain, to leave the room. 



ERIC 



or to xnakm amends, or staff verbal 1?" reasoned with the resident, st,4iiQa 
the consequences that would^^oliow, etc. Physical responses consittiited • 
response level 4. Staff physically redirected residents or phyajtcaily 
leA then from the room. ]?hy8ical restraints such as str^s oriia^^ng / 
medication-^dmini^Btered^rectly Tn "r^^ 

sidered to be physical responses The fifth aiid highest leypl <i^stai|. 
response was elicited by behaviots so' serious that one staff <in4rSer ^iloiie 

could not control the behavior or its consequences, requifcirig ,the ' 

•• - ^ - \ f 

immediate assistance of at least one additional staff pe^QjiJi it was f 

1 ■■ :^,V Pi 4^ 



hypothesized that resi^d^ts whp exhibit^ed^ladaptive bbhavior that ii- 

* ~ ' ' -j' ^' ] ' ' 

required this level of staff response cQMd nib be tolerated in soirtj^f^ 

residential facilities that did not hav^itwo staff members on duty at 

j» , . . 

all times. 

# 

Procedure 

Interviews were conducted between September, 1978, and April, 1979, 
at 236 facilities. Trained interviewers of the S\irvey Research Center 
of the University of Michigan, woi^ing under sup^ision of the Center's 
field office, followed step-by-step instructions included in training 
materials.^ At each facility interviewers selected a predetermined 

number of mentally retarded residents according to a pre-specified 

■* 

random sampling procedure. A staff person most familiar with each 
-resident was then identifie*and interviewed about the resident, with 
certain information obtained from the resident's records. Con5>leted 
interviews were returned to Michigan for editing and coding in 
collaboration with Minnesota staff. 



30 



ERIC 



, . HI. RiSULT3 ^ 



1, 



B«HMqraphlir-chBYanstarla«:cB~ " '~ ,~ 

Table 3 presents basic demographic infcnnation summarized from the 
records of the four saiqples of residents: ^CR1^ residents, PRP reSdents 
(including appropriate proportions of n|t admissions and readmissions) , 
PRF new admissions, and PRF readmissions. Independently selected 
. samples of PRF new admissions and readmissions' provided detailed infdr- 
:> J!S$^SP ^°i'i««lly about these two gro\«)s.. 

Males outnumbered females in both CRFs and PRFs, as they have in 
earlier studies (O'Connor, 197$; Scl^i^prenberger, 1979). The proportions 
Of males among PRP readmlssion8>^^s^^plcularly high, 64.3%, though " 
• only 54 . 5% of %ie residents rke^. f rem PRFs were male (Sigford & 
Brulninks, 1981).' 'W-'"^ * 

CRF residents were relatively youii^er than those in PRFs. Almost 
17% of CRT residents were less than 16 years did, con«)ared with only. 
10.2% of alJ.^P|F residents. PRF new admissions and readmissions, however, 
were relatively younger than PRF residents in general , 29 .7% of new 
admissions and 16.7% of readmlssion*jM»re less than 16 years old. 

Racial minorities coBflposed 12^% of CRF *|||ilfents and 18.4% of prf 
re^j^ts. Among new admlirtlons to PRPa(# 28% were minorities, and] 20.2% 
of the PRF readmlssion sample were minorities. 
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CharaoiriitiO: 



SIX 



f 



Hale 
Age i|i yeara 



/ 



6-10 

11-15 

16-20 

21-30 

3H0 

41-50 

51-61 

62+ 



Tablfl3 / 
)9raphlo Chara'c^tflrlitloB of ReBidinti 




I 



PRF. 

I 



» - ... , PRP 

Mflldents reaidenta ' new adndaalons 



Race or ethnic background 
White 
Black 
Hispanic 

Asian or Pacific Islander 
American Indian or Alaskan Native 

Level of retardation 

Borderline (10 69-04) 

Mild (12 52-68) 
. Moderate (IQ 36-51) . 

^ Severe (IQ 2()-35) 

Profound (I0 <20) , 



S79 
385 



604 
'39.9 



552 ;5.4 
445 44.6 



J \ 



'in 59.8 
115 40.2 



1 0 

12 


< *i ' ■ 

1.2 


t 7, 




15 


5.2 


44' 


4.6 


29- 


1.9 


40 


14.0 


1 /I/ 

106 


11.0 


66 


,6.6 


30 


10.5 


172 


17;9 


143 


14.3 


55 


19.2 


'266 


27.5 


336 


33.7, 


68 23.6 


,176 


18.2 


192 


19.3 


,45 


15.7. 


81 


• M 


81 


8.1 


22 


7,7 


.71 


7,4 


87 


8.7 


8 


2.8 


5 37 


3.9 


56 


5.6 


3 


1.0 


837 


87.4 


* 

805, 81.6 


206 


73.0 


68 


9.2 


140 


14.2 


58 


20J. 


22 


2.3 


33 


3.3 


16 


ii 


4 


.4 


5 


.5 


2 


.7 


7 


, .7 


\^ 


.3 


0 




97 


10.1 


14 


1.4 


10 


3.5 


229 23.8 


78 


7,8 


46 


16.1 


276 


28.7 


150 


15*.0 ; 


'62 


21.7 


248 


25.8 


287 


28.8 


83 


29.0 


113 


ll!7 


468 


464 . 


85 


29.7 
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Nearly every re^nf 8 r#ord (98%fe oof»ta!l|ied either an" IQ score 
or a diagnose^'leveiy^retardir^ion. The most r^oent diagnosis or IQ 
score was used, although neither the source-V i^ evaluation nor the 
lipi<:mc t^^^^^ inteliigence waia recorded by 'intVrviewers^ " 
to calculate sampling errors, information on thi, «ttem was imputed for 
the 2% of the total-sampl^eJj whose records did noti,i^icate a level of 
retardation. It is apparent that PRP residents 4^ generally more 
severely retarded than CRP Residents. Nevertheless! 37.5%^of CRF 
residents were eiti^r severSy br profoundly retarded. Almost 34% of 
CRF residents were borderlin|or mildly retarded, compared with 9,2% of 
PRP resident^. PRP lew admissions and readmissions included greater 
proportions of ndldl^andic^ed individuals than did. the PRP population 
i- as a whole. The distribuOonlf, intelligence among PRP readmissions is 
similar to that for CRT resicLnts and parallels the distribution for 
residents released from PRPajftsigWd & Bruininks, 1981). 

Behavioral Characteristics 

Detailed information aHoiJtJ^e .behavioral characteristics of 
residents was gathered thro JhJE^ Behavioral ChLacteristic ' Ass«s,.n^n«- 
scale. Table 4 sunii^rizes residents' level ot independence scores on^ 
the BTehavioral Chl^act^stic Assessment . ' ^ 

Of CRP. residents-, 7* were nearly totally dependent (ljv61, <J.) and 
an additional 8.4% were eocperktive- but nevertheless required one-to-orws 
assistance with ail activities, (level 1) ; 33.7% took an active role in 
attenjpting to perform most self-help skills and initiated many day-to- 
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Raildinti' Ldvil of Indipandinoa 



Level of Indepindenoe. 



CFP PRP PRP pRP 

regldenta reBldents m adrolssionB readmiBiiong 



N 



N \ 



1 L 



' <L AblUtii i an 



(iniarly^iivarythinl 
NHilpulatlon. 



'thinVnust be 



th e exte n t th a t th l s -jgeaident ig-pagBiva- 



done fpr higher by direct phygloal 



I With manual guidance or if phyaically g geaturally prompted & 
■ ^helped, this resident cooperate«i in attempting to perform 'most 
activities. \' . , 

I- 

2. With verbal guidance & reminders, fi if shown what to do, this 
resident takes an active role in attenpting'to perfom some 
self-help skills & everyday activities without physical help, 

3. IThis resident takes care of some self-help needs independently, 
often finds things to do or play with, seeks help when it is 
needed, & can be trusted without direct supervision (e.g., in 
the yard) for short periods of time. ^ ^ 

4. This resident needs only occasional, reminders to perform most 
weryday household fi self-help activities independently, but 
lelles on instruction for more complex activities such as meal 
preparation, lemming to use appliances, money management, & 
learning .to use community resources. This person can make 
short routine trips into the nearby community independently 
if 'if accompanied only by peers) . 

5. This person perSorms most routine 'domestic activities 
independently, fi finds his/her way around the commuaity. ' 
However, he/she needs intermjttant supenision & access to, a 

" responsible adult present in the same building, but not ' 
necessarily: in the same living unit. 

6. ' This individual demonstrates skills necessary- lo live 
iniependently in ^e community without direct supervision. 

ErTc' ^^^^^^ assistance from time to time when 
Bi&taieds arises. 



68 712 185 ie:8 
1 

79 8.4 220 22.3 



133 14.0 20l 20.4 



186 19.7 168 17.0 



177 18.7 61 6.2 



67 7.1 12 1.2 



49 17,2 



45 15.8 
47 16.5 



\ 



45 iS.f- 



236 24.9 139 14.1 49 17.2 



34U1.9 



16 5.6 



.28 11.7 



34 14.2 



28 11,7 



32 13.3 



51 21.3 



46 19.2 



21 8.8. 
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day activities on thein own (level. 2 and 3) , 24. E had mastered most 
routine household activities and could venture into the neighborhood 
on- their own (li^^^ 

an* many community activities necessary for semi-independent si^pervised 
living (level 5), and 7.1% demonstrate* most of the abilities needed 
for independent living (level 6) . 

The PRP resident saiqple was considerably l^tB independent than 
residents in the CRP group. Nearly one-fifth (18. 8% X of all PRP 
residents were virtually totally dependent (level <1) . Forjthese resi- 
dents the traditionally used term "total care" might apply. They were 
unable to feed themselvei, even with their fingers, they did not use 
the toilet even if placed on one, they were unresponsive to language or 
' gestures, and outwardly appeared to be oblivious to people and activities 
around them. An additional 22.3% of PRP residents were actively * 
J cooperative, but still required manual guidance and one-ti-one help for 
their daily activities (level 1), 20.4% of PRP residents responded to 
language and demonstration (level 2), 17% had mastered some self-help 
skills Uevel 3), 14.1% were independent enough to perform most self- 
help and everyday household activities on their own and could venture 
into the nearby community alone or with peers (level 4), and 7.4% had 
mastered at least some of the slcills that would be, necessary to live - 
I semi-independently or independently in the community (level's 5 and 6) . ' 
PRE new admissions were relatively more independent than PRP resi- 
dents in general, but more limited in ability than CRP residents. " 
Although the PRP reajtofssdon group included some very dependent 
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r«iid«iki, tha proportion of raadmiaiioni «t levels 5 and 6, aemi- 
ind«p«iient and indapandant C28%) , waa actually largar than tha pro- 
portiorf of CRT raaidanta at th««a lavais. ^ 

.A ona-way analyais of varianca on avaraga laval*of indapandenca ^ 
for, the four groups showed statistically asignffldAit differences 
(r^- 86.32; £<.0001). The results indliated/€Rl^ prf rebidents were 
mdst dependent, followed in terns of inbreasin/ indepandance by the PRF 
new admissions, PRF readmlssions, and CRBl residents. 

jSomain scores based upon the number of^scale items passed in each 
domain of th% Behavioral Characteristics Assessment are presented £h 
Table 5. Ona-way analyais of variance among ^ident sample grov^ps on 
domain scores revaaie<^ a consistent pattern of statistically significant 
differences (£<.0001). Total scale scores for the CRF residents were 
significantly higher than those of PRF residents (t<l837) - 16.7, 
£ s'.OOl) Ad of PRF new a^dmissions (t(ll55) - 5.7, £<.001), but not 
significantly higher than PRF readmisslons. A similar pattern of 
results was found for each domain. ** 

Table 6 reports specific abilities of each group of residents in 

terms of the percent of residents passing each scale item. On eating ' 
and meal preparation, 79% of CRF current residents, 72.4% of PRF 
readmisslons, 57.4% of PRF new admissions, and 52.6% of all PRF resi- 
dents could ea.t a complete meal with a knife, fork, and spoqn with 
little spill|fl||k 

A simlla^Pattem emerged among group's in self-help skills 

A' ' ' ■ 

(dressing, toileting, and personal self-carej . In dressing, 79.1% of 
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I|piiiidint|* Uvil of Indipindinoi by Donain' 




Domain , 


? reii 


raehti 

SD 


reiidenti 

M J SD 


PRF 

new idmiiiioni 

/ M SD 


, PRP 

readnliiioni 

M SD 


I 


A. Eati/g fi MiAl Priparation 

/■ 


3.0 




2.0 1.5 


2.4 


1.8 


' 2.8 


1.8 


1 

51.97* 


i« Drilling , 


3d 

,1 


'* 1.7 


2^2 17 

■ •i; ill 


2.6 




3.1 


'1.9 


58.06* 


\ C. Voiliting 

* 


t ;; • 


1.7 


2d 1 fl^ 


, 2.9 


1.9 


3»5 


1.8 


65.84* 


D. P«rional Self Can ^ 


3.2 


1.9 


2.0 1 9^ 


2.5 


2.0 


2.8 


2.2 


59.18* , 


E. Language Conqpreheniion 


3.4 


1.8 


■ » 

2.3 1 a 


2.7 


2.0 


3.3 


2.1 


53.55* 


F. Language Expreiiion 


3.6 


2.0 


2.2 2.0 


3.0 


2.2 


3.5 


2.2 


77.72* 


G. Social Interaction 


3.5 


1.7 


2.5 1.6 


2.9. 


1.8 


i 

3.4 




54.66*' w 


H. Ooneatic Activitiei 

1 


3.3 

» 


2.1 


1.7 1.9 


2.2 


2.1. 


2.9 


2.2 


» 

96.07* 


I J Comunity Orientation' 


^3.5 


1.8 


* 

2.2 1.9 


'f 
2.7 


1.9 


3.3 


2.0 ' 

■i 


76.13* 


J. Values Money 


1 . 3.1 


L8 


2.0 1.7 


2.6 


1.9 


'3.0 


1.9 


63.87^ 


K^Beading fi Writing 


3.0 

> 


1.8 


1.5 1.5 


2.0 


1.8 


2.6 i 1.9 


114;42* 


Itottl Scale 


36.5 


17.5 


22.9 16.6 


28.3 


19:4 


f 

Hk... 

-34.2 19.^ 


86.32* 
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^ level of iiidependence per dciain ii equal to the nw^ of itm paiied per donain. 

iPC.OOOl ' . ' ' -i^ , ■ * 
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40' 



879 92.6 
755 79.0 



I. PMds wif withfingerg , * 
• »l,Eati I cwpiit. ««l with a kirife, fork, j awn with Uttle spilling. 755 « n 

. 5. 'Coob 1 tot «.! rtlli hdp only 1, piBjiM, . 
«.Wi(«*iiUyi!l«i,ili(pte,^^ 

1. Cwjiwatii by holding out «M. u^B while t^ing dresw^^^ 

3. 0«iw«^,eif covletely rw^^^^^ 

5. Wapentot y Ml«t» i buy. corr«!t .i«^ ,tyle of clothing t .cce.«ries " . to *19 ' 
i IiidepwAntly «w. bad; on buttw that have fallen off clothing. IjJ jj.'j 



182 19.1 
135 ,14;2 



868 9Le 
753 79.1 
636 66.7 




3, In M^uRoundingi, findi or aikg where the battuooi is. ■ f "i 

\' Sff"* ^ ^ to"«t, or^in ileWor privacy 

0. Personal Self Care ' ' 



1. Itolds hands under Ininning water for washing. ? v^, ' ^' 

2. Hhen asked, applies toothpastei brushes teeth s^rflisw aMtH' S toothbruahi' 1' ' 
vWJiists water faucets for proper teiperature in slnk' w ^ 

' ^rileSedXuf r:^^^^ !"-vas 
6. Ifldepe«y goes to'ilbctor, dentist, clinic as needed for routine healicare ' 



837 85.1 
523, 52.6 

337 34.0 



236 83.1 218 90,5 
"3 57.4 1 176 72.4 

133 46.8 135 55.8 



312 32.8 149 15.0 78 27.6 73 , J0.4 



If. 
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ERIC 



76 7.7 
63 6.4 



41 l|i4 
40 :14.1 



44 18.2 
35. 14.5 



776 


78.3 


225 


79.5 


^ 66.8 


565 

J 


56.9' 


185 


65.1 


m 71.9 . 


377 


37.9 


.136 


47.9 


143 59.1 


267 


26.8 


101 


35.« 


U3 50.8 


84 


8.5 


49 


17.3 


55 23.8 , ; 


84 


8.5 

> 


36 


12.7 


46 *19.l g 



659 


89.9 


774 


76.2' 


220 


76.0 


211 


87.6 


784 


82.0 


615 


61.7 ' 


199 


70.3 


188 


78.0 


696 


73.0 


472 


47.4 . 


172 


60.6 


170 


'70.2 


599 


62.7 


368 


37.2 


134 


47.4 


149 


€1.8 


496 


52.0 


205 


20.7 


96 


34.0 


U8 


49.0 


832 


87.0 


666 


67.1 , 


209 


73.6 • 


IBl 


75.0 


697 


73.0 


453 


45.8 


163 


57.4 


' ISO 


62.0 


647 


67.6 


3BI 


38.4 


139 


48.9 


140. 


58.1 


425 


44.4 


208; 

■f 


21.0 


89 


31.7 


93 


38.4 


306 


32.1 


134 


13.5 


54 


19.0 


66 


27.3 


164, 


17.2 


109 


ll.O 


S4 


19.0 


54 


23.3 
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Residents^ Behavioral Charaptfihstics 



, ' ' CRP PRF PRF PRP 

ii I residents residents new adniifiiona readniu 



Z. Language QMptebension 

• : ■• ■ ' ^ 

1. Responds appropriately to sinple vords & gestures such as 'sit down" or "conelere." 

2. Follows siiifli one part directions which include a preposition such as "Put your 
coat in tin closet/ ^ ^ 

« 3. Follows two part directions in order. For vxmU\ '"First hang up your coat & then 
. find the book/ 

4* Follows verbal directions about how to put things together or take then apart, how 
to operate appliances, fi so on. 

5. Could stiwarise a story or what happened in a novie or TV program. 

6, Und0rstands ( reftenbers infomation presented by a speaker to a group of about 20 pe 
such ai in % classroon or at a cliib neeting. 

F, language Expression 

1. Shakes head^|l' otherwise indi,cate8 yes or no in response to a sinple question like 
. you i^Cjow Ailk?" 

2. Says at least ten words that can be understood by soaeone who know? hini/her. 

3. Speaks ^(or signs) in short sentences. 

4. Uses complex sentences containing ^and/ "because/ etc. Ftor exaqple; "I'm not 
going outside today because it's raining." 

5. Carries on a n^ingf ul ten linute social conversation with sooeone he/she knows 
casually, 

6. Calls the landlord or a repairun if soiethlng najor around the house breaks down. 

G* Social Interaction 

1. Mi|^nds to the presence of another person bv siiling.or turning head. 

2. Pllyt catch or another siiiple gaie with anot^ person. 

3. Takes part in sijpple group ^gaies fi social activities such as parties. 

4. tett appropriately (does not draw people's'attention) when alone in a routine public 
situation, such u in a store. 

5. Usera^mephpne |iiepindently, i^ludlng finding the ^unbers a placing the call, 
to get infonation or talk to friends. 

6. Plans ( intertlini others in own reiidence»provide8 food, beverage or appropriate 
activity. 

B/ DoMitic Activities 

' L If iMun^ an eipty dish, will set it down on a table or sink in appropriate 
urcuutances. i ■ ■ ■ . , " ■ 

2. ttjp given a daqp'cloth, wipes a counter or table in impropriate circuBStanees. 

3. FiMifeoMthing to do or asks if there is sooething to do ^en h^she is 
unoccupied for lore than IS ninutes. 

4. Deipnstrates the pbyi|oal « wntal ability to get out of the house safely alone 
in case of a fire, 

5. Independently detemines by looking at a clock lAen it is tine to go to school or 
work, eat, or to be hooie. . 

6. Independently loads k operates ah autoutic clothes washer s dryer, including 
correct settings & appropriate anunt of detergent. 



N 


\ 2188 


N 


\ pass 


N 


1 pass 


N 


1 PUB 


859 


89.9 


/779 


78.1 


225 


79.2 


204 


84.3 


600 


83.8 


617 


61.9 


168 


66.2 


186 


76.5 


649' 68.2 






140 


49.3 


1S7 


64.9 


. 401 


42.0 


247 


24.9 


91 


32.2 


114 


47.1 


327 


H 


143 


14.4 


77 


27.2 


85 


35.3 


''235' 


24.8 


110. 


11.1' 


50 


17.7 


66 


27,4 


* - 

848 


'88.6 


'714 


71.6 


219 


77.1 


200 


82.6 


717 


/r.U 

74.9 


496 
4S3' 


49.9 
45.5 


177 
166. 


62.3 
59.2 


174 
172 


71.9 
71.1 


SOS 


52.6 


266 


27.0 


130 


45.8 


, 133 


55.4 


398 


41.6 


202 


20.4 


97 


34.2 


101 


h 

41.7 U 


26S 


27.7 


89 


9.0 


52 


16.3 


69 


28.5 

• 


1197 ' 

719 
710 


75.4 

74 3 
/v. J 


852 
570 
538 


85.5 

57.3: 

54^ 


248 
187 
158 


87.3 
65.8 
56.0 


228 
176 
173 


94.2 

72.7 
71.5 


562, 


S8.e 


384 


38.9 


131 


46.8 




52.9 






7D 


Ul 




1B.7 


■3- 
00 


27.J 


f 


20.5 


77 


7.8 


53 

■i 


18.7 


52 


21.6 


785 


82.1 


536 


53.8 

f 


170 


59.9 


177 


73.1 


690 


72.1 


440 


44.2, 


154 


54.2 


1S4 


63.4 


503 


52.7 


235 


23.7 


89 


31.3 


' 103 


42.6 


568 


S8.9 


244 


24.5 


105 


36.7 


120 


49.2 


351 


36.7 


151 


15.2 


62 


21.8 


84 


34.Sf? , 


308 


32.2 


111 


11.2 


56 


19.7 


70 


26.^ 



ERjd3 



OoMtity Otlinution 

Ir if^ fiwiU toyi orobjecu that are alwyi kipt in 
. 2. Ifaikid to'90 to a oirtain rooR at'hoM oi'Ia a failliar building, finds own vay 
cortactly, ' 

. ' 3. flMs outildi iampervlsad in an unfanMd yard for tan linutaa without vandtrlng 
imy or gattlng loit. • 

• 4. Goas four blocki froi hoM, fchool, or wrk alone or «ith pears without getting lost. 

7 5. If lest, asks directions, telephones for help, or othervise regaina sense of 
direction ( finds planned destination. 
6. locatea or follows directions^ a specific strNt addrus several utiles away. 

j! Value iNoney • 

I. Mian given t choioe between two objects or toys, usually points at or othervise 

indicates which of the two he/she prefers, 
a. PersistenUy points at or naies things that^ he/she sees or wants. 

3. Shows that he/she knows loney or tokens have value because will trade sonethino 
fortheiordosfii|thlngtoearnthen. 

4. Wthout supervis^, uses aoney to lake iinor, purchases at local stores or feat 
food resUuranuibut need not count change correctly) . 

5. Budgets; transporStion «/or recreation loney to last an entire week. 

6. Oounu out exact aiount of change for a purchase of $5.00 or less. 

X. Seeding fi Hrltiog 

1. looks at pictures in a book or at a TV prograi for at least a few'minutes at a tine. 

2. Identifies a printed exai^le of hlsAer first naie froi a group of pies; for examle 
on lockers or over coat hooks. f~ ^ 

3. ' Prints own first nsM with an exajiple to look at. 

4. Prints or writes first i lut naae with no exa^le to look at. 

, 5. Reads ( understands written sentences s siople instructions well enough to follow 
. directionsi for example, OM box of cake Bit. ' 
6. Oos|)letes short i^ipUoation foru. 
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88.4 


655 


66.2 


206 


72.6 




85.1 


787 


62.5 


571 


57.6 


196 


69.3 


177 


77.6 


k 

(Hi 




KM 


CI t 
31.3 


170 


59.4 


161 


((.0 


490 


50.8 


281 


28.2 


102 




HI 




361 


37,9 


135 


13.6 


63 


m 


n 


36.0 


163 


17,1 


f 


6.7 


36 


13.4 




17.8 

f 


648 


88.6 


686 


68.9 


211 


74.5 


200 


\. [ 

82.3 


789 


82.S 


585 


56.9 


193 


66.2 


191 


71.6 


558 


58.S ' 


■ 359 


36.3 


135 : 


'47.9 


141 


58.8 


432 


At 1 

45.3 


229 


23.r 


104 


36.9 


110. 


45.5 


184 

185. 


19.3 
19.4 


71 


752 
6.2 


39 
43 


13.8 
1S.2 


43 
45 


17.8 W 
18.6 ° 


848 


88.7 


746 


75.1 


227 


60,2 


207 


8S.2 


633 


66.2 


309 


31.2 


121 


42.8 


143 


59.1 


609 
493 


63.8 
51.6 


221 
146 


22.5 , 
14.7 


99 
75 


35.6 
26.7 


114 

. 96 


47.3 
40.7 


170 


17.8 1 


42 


4.2 


25 


8,9 


42 


17.5 


116 


12,1 


32 


3.2 

a 


20 


7.1 


22 


9.1 
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CRP residents, 71.9% of PRP readmlssions, 65.1% of PRP new admissions 
and 56.9% of all PRF residents could dress themselves completely and 
correctly except for sane fastenings such as zippers or shoelaces. 

Language comprehension and expression, social interaction, 
domestic activities, and community orientation also showed that 
T CRP residents and PRF readmissions were moat independent and PRF 
residents were least independent. Approxiilately threer fourths of CRP 
residents could communicate in at least short sentences, whereas less 
than half of institutionalized re sijgfents communicated at this level. 
Three-fourths of CRP residents and one-half of PRP residents could 
safely occupy themselves within their facility's immediate locale, yi., 
in the yard, but only 50.8% of CRP residents and only 28.2% of PRP 
residents could go beyond the yard without direct supervision, of the 
institutionalized residents, 13.6% could reliably find a planned 
(.^stination in the community, whereas 37.9% of CRF residents were 
jreported to have this ability. 

With regard to value and money and reading and writing skills, ^ 
45.3% of the CRP residents and AS^S^^ai-^^^^a^ssi-ona coyxlA use 
money to make minor^^urehSses without supervision. Only 17% of xesi- 
dentsJjj-^thgSTtwo groups could read and understand written instructions. 
Among all PRP residents, 23.1% could use money independently and 4.2% 
could read. , *■ 

Table 7 reports the percentage of scale items on the Behavior 
Characteristics Assessment that were reported to be passed, but could 
not be performed because of constraints in^he residential environment. 
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Table. 7 

Percent of Behavioral Characterist ics Assesament items Passed 
But Not Perfonned Due to Environmental Constraints 



Group 



M 


Median 


ISO 


4.3 


0.0 


/ 8.1 


7.0^ 


0.0 


■ 12.3 


7.2 


3.6 . 


j 11.0 


8.7 


1 5.4 , / 


' 13.8 



CRP residents (N «= 946) 
PRP residents (N » 986) 
PRF new admissions (N « 285) 
PRF readmissions (N ■ i240) 



%he average pro|x>rtion of items passed but not.perfon^d-becaiise of 
env;Uonmental constraints was higher iii prPs than in cipa (t Cl508) - 
5.94, £<,. 001). I^vertheless, the proportions were reia|ively small 
for all grot^js milsettings. Median ^luejs of 0.0 indlcAte^ that for 
the majority of each group of residents there were no lleh^iors included 
in, this particular scale that they were capable of perfoi^g but were 
precluded fxm doing by the residential environment. It/is possible, 
nevertheless, that environmental limitations had prelvented the 



acquisition Of some skills that might have been lea&4 in alternate 

. I y' i ■ 

environments. PRF new admission and readmission saMe groups included 
residents whose current PRF placement had been^ lessibum approximately 
18 months. Higher median values for these groups s^|ggj^ted that new 
residents tended to have higher percentages. of environmental constraints, 
perhaps indicating that their facilities! had not yet fujjly adjusted to 
their abilities. -' i 

Residents were not considej?fed to pass a scale it^m if staff reported 
that in order to perform it the resident, had to be coaxed ok^epeatedly 
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reminded. The proportion of items potentially within a resident's 
ability but not performed without coaxing was calculated to obtain an 
index of motivation. Because even one behavior not performed for this 
reason could drastically affect this index for severely handicapped 
resident^ who passed only a few items, it was necessary to adjust the 
index for degree of mental r;^:ardation. Using one-way analysis of 
variance, controlling for leyel of retardation , there were no differences 
among CRF and PRF groups with regard to the proportion of items they 

' - / 

"failed" because of an inferred lack of motivation. Among all residents 
(N = 2233) , score on the 65 items of the Behavioral caiaracte ristic 
Assessment was 20.5% below what it would have been under optimal per- 
formance Ci.e., if residents ha* been triven credit for passing items 

'W '• ■ ■ ■ 

that they did not actually perform on a routine basis) . There was 

wide variation among individxials (SD » 21.5%). ; 

The language domains of the Behavioral caiaracteristics Assessment 
were expanded upon by a separate interview question about mode of com- 
munication. Table 8 detail^ the manner in which residents usually com- 
municated as reported bf*'direct-care staff. The communication modes of 
CRF residents were similar to those of PRF readmissions, with approxi- 
mately 75% of each sample communicating through the use of speech, 
consistent with findings reported in earlier tables, PRF residents were 
mor^ limited in communication abilities. Approximately 29% of PRF 
residents did not communicate, except perhaps thi|5ugh crying or 
gestures. Less than 50% communicated through use ijpf speech. Most resi- 
dents who communica.ted but did not talk, did so b^inting or using 
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Table 8 




its' Dsual ipde of CDurnk^^^ 



Does iK)t coDiiHilc^te except to 
cry or smile 

' Points, gestures 

Talks.':-, ■ 

Is easily understood ; 
' Can usually be understood 

IS| very difficult to understand 

Fonal sign language 
Syjibol board v . 
Print8,,type8, feei ;:; : 
Other ■ i''-' 



9^10.2 . 28.7 
M 9.8 i 'lIS nX 



62 21.4 



33 1L4 



41 16.8 



M 9.8 



449 46.6 


; 229 23.1 


102 


35.7 


112 45.9 


209 21.7 


^ 168 16| :f|.; 






60 24.6 


84 8.7 




wi 




5 2.0 


"17 1.8 








1 A 


5 .5 


10 1.0 


'■Mr' 

0 


m 


1 .4 


1 .1 


1 .1 


0 


m 


;■ i - 


5 ,5 


5 .5 


3 


i.o: 


f 

0 • 



1^ 



35 

% 

gestures. Approximately 1.9% of Prp residents and.i:8% of CRP residents 
Maid a formal sign language sy^, and a small proportion C.5% of CRP 
residents, 1.0% of PRP residents) used symbol boards to communicate.- 

Physical and Health Char-acterist lnfi s . ' 

Handicapping Conditions 

Table 9 presents data about residents with handicaps in addition to 
mental retardation. Statistically significant differences were found 
among groi«)s of residents with regard to the prevalence of epilepsy, 
physical handicaps, and the total number of additional handicaps exhibited 
by each retarded individual. Comparisons among groups on the -prevalence 
of cerebral palsy, visual disorders, hearing disorders, and behavior 
disorders (alcoholism, chemical dependency, autism, mental illness) were 
not different at a statistically sigHIficant (£<.01) level. 

Many residents received medication to control seizures. The number 
of residents who had had an epileptic seizure during the preceding year 
was approximately half as large as the. number whose records indicated a 
history of epilepsy. Seizures had been observed for 12.9% of CRP resi- 
dents and for 22.2% of PRP residents during the year prior to the inter- 
views . 

It was difficult for direct-care staff to differentiate between 
cerebral palsy and physical handicaps such as contrgtures-which may or 
may not have been related to cerebral palsy. Either cerebral palsy or 
a physical handicap were reported for 21.2% of CRP residents and for 
.25.5% of PRP residents, of the CRP residents, 6% were blind or had 



Handicapg in Addition to Mntal Retardation / 



CRP PRP PRP ^ PRF 

reaidentB residents / m adnisgione readnissions ' f> 



N I N 



"r ' ' 

Epilepsy 










• 








- 

16.86** 


Beoorded history 


244 


25.3 


425 


42.8 


126 


43.8 


101 


41.4 




Mucaceu loi fipiidpsy 


200 


20.8 


360 


36.3 


93 


32.2 


85 


34.8 




Selzulre observed within last vear 


124 


12.9 


221 


22 2 


5w 






OK 1 




Cerebral palsy 


101 


10.5 


110 


11.0 


20 


6.9 


30 


12.2 


.74 


Physical handicaps / ^ 


103 


10.7 


145 


14.5 


26 


9.0 


18 


7.3 


. 5.23* 


Vision 


















2.2f 


Severely iipired^ 


32 


3.4 


43 


4.6 


14 


5.0 


5 


2.0 




Bluid 


25 


2.6 


40* 


4.0 


13 


4.6 


8 


3.3 




Bearing 




• 














1 71 


' Severely inpaired*^ ' 


16 


1.7 


27 


2.7 


7 


2.5 

• ey 


3 

i 


Q 
• 0 


Deaf 


' 12 


1.3 


.26 


2.6 


8 


2.8 ' 


2 


.6 




Behavior disorder^ ^ 


.15 


1.6 


7 


.7 


2 


, .7 


* 

4 


1.6' 


2.06 


Number of handicaps^ 


















13.07** 


None . 


573 


59.5 


440 


44.3 


160 


55.9 


123 


50.4 




One,' , 


30U31.2 


383 


38.6 


94 


32.9 


92 


37.7 




TW 




17.2 


144 


14.5 • 


19 


6.6 


24 


9.8 




Three 


16^ 


^1.7 


20 


2.0 


9 


3.1 


5 


2.0 




Pour ' 


3 


.3 


6 


.6' 


4 


1.4 ; 


0 


m 





^Includes spina bifida, contractures, missing extrenities, & paralysis; excludes residents with 
cerebral palsy. 

^'Cannot see a television size image from 8 feet away, but sees enough to walk around without usually 
bumping into things. . 

Jean h«|ar only a few words said, or loud noises. 
^Autism, mental illness, alcoholism, or non-prescribed drug dependency. 
fiOf the six handicapping conditions in this tablft Includes epilepsy if a seizure was observed during 
the last year or if resident had a recorded history of seizures s was currently teceiving medication 
0 for epilepsy. , 



* £<.01 

ERIC 5< -0001 



severely linpaired vision and 3% were deaf or had a severe hearing loss. 
The proportion of PRP residents with these handicaps was somewhat 
larger. Overall, 40.5% of CRF residents had at least one handicap in 
addition to mental retardation, coinpared with 55.7% of PRF residents, 
44.1% of PRF new admissions, and 49.6% of prf readmissions. . 

Resident ;s locomotor ability and arm-hand use are detailed in 
Table 10. Care persons were asked how a resident "usually gets around. " 
Approximately ,70% of CRF residents and 57.7% of PRF residents were 
reported walk well. Nonambulatory residents composed 10.5% of the 
CRF population and 18.6% of all PRF residents. Most nonambulatory resi- 
dents used whee;Lchairs, although some were confined to bed. Arm-hand use 
was severely impaired for 6.8% of CRF residents and 14.3% of PRF residents. 
Severely impaired residents required a considerable ameunt of assistance 
or adaptive equipment in order to perform motor activities. 

Chronic H ealth Conditions andJledic al Traaf man^ ^ 

Table. ir presents information about residents' chron^o health 
disorders. One-way analysis of variance did not indicate statistically 
significant differences among resiHent groups' for the prevallncfr of any 
category of chronic health disorder. Circulatory system disorders were 
relatively frequent, as were respiratory and digestive system disorders- 
Temporary illnesses^ or infections and physically handicapping conditions 
such- as blindness or deafness were not included among chronic health 
conditions. Approximately 20% of each resident gro'up had on^ or more 
chronic health conditions. " . ' . 
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IfOConotor.Mlty and Ap-Hind Use 



Cliaractdstic 



Locomotion 
.| 'walks veil 
Walks, iiteadily 



679 70.4 
«157 16.3 



^ ^ M^fi$is^, cane, walker J6 U n 



: .iPotal 





Pushed in wheelchair 
CraWs; creeps, rolls 
Confined to bed 
Dotal nonanibulatory 



862 89,4 

s 23 2.3 

J8 5.0 

U :i;2 

101 M 



575 57.7 
207 20.8 

811 81.4' 



109 10.9 

I .7 

ji M 

186 18.6 



171 59.8 

66 23.1 

243 35.0 

8 2.8 

24 8,,4 

3 1.0 

J iii 

43 15.0 




!J!iJSji! ' residentB ' . liew admissiops readiaiBsions 




182 74.6 
31 12.7 

J M 

216 88.5 

3 • 1.2 
23 9.4 
I - 

J .J 

28 lU 



Am-Hahd use 



„ ■ — > 742 77.0 ,651 66.0 

Manages most activities independently 157 16.3 m 19.7 

Needs inuflk help or adaptive equipment 37 3.8 70 7*0 
Little ujlful control 



' 29 3.0 : 73 7.3 



202 70.6 

46 16.1 

12 4.2 

2^ 9.], 



I 

197 80.1. 

27 n.i . 

10 4.1 . 
10 4.1 




Chronic Health Disorders of Residents 




Health Disorder Category 



69 7.2 



■ Infective or parasitic 
Endocrine, nutritioaal or metabolic 

(e.g. diabetes, thyroid, hormone imbalances) 
Blood & blood forming organs (e.g. anemia) 
Nervous system & sense organs 

(e.g. cataracts, glaucoma, chronic ear 

infection, Parkinson's disease, muscular 
dystrophy) . 
Circulatory systcuji . 

(e.g. heannsriblems, blood pressure) 
Bespiratory system 

(e.g. asthma, emphysema, chronic respiratory 21 2.2 
infection) ^ 
Digestive system^ 

(e.g. ulcers, hernia, chronic constipatA, 
colostomy) ▼ 
Genitourinary system (e.g. kidney, .urinary t] 
Skin s subdutaneous tissue 
Neoplasms (malignant & nonmalignant) 
Teeth & gums 
Other 





\ 


N 




1 

2 


.2 


4 


.4 


17 


1.8 


35 


3.5 


3 


.3 


10 


1.0 


9 


.9 


6 


.8 



75 7.6 
27 2.7 



N \ 

0 - 

5 1.8 
N 

3 1.1 
3 1.1 

10 3.5 
9 3.2 



N 



2 .8 

5 2.0 
2 .8 



7 2.9 
6 2.5 



Number of health disorders 
None 
One 
two 
Three 
Four . 



'1. 



790 82.5 792 79.9 235 83.3 

143 14.9 . 157 15.8 34 12.1 

21 2.2 32 3.2; 11 '"3.9 

3 .3 9 .9 2 .7 

0 - 1 .1 0 ■ 



209 85.7 

29 11.9 

4 1.6 

2 .8 

0 - 



.60 

2.60 
1.46 



1 .4 .11 



2.46 
.74 



24 


2.5 


35 


3.5 


6 


2.1 


9 


3.7 


.93 


6 




% 










.6 


10 


1.0 


IK 3 




2 


.8 


.31 


14 


1.5 


11 


1.1 


2 


.7 


I 


.4 


.30 


4 


.4 


5 


.5 


4 




2 


.8 


.31 


1 


.1 


7 


.7 


0 


m 


0 


m 


1.64 


24 


2.5 


25 


2.5 


17 


6.0 


6 


2.5 


1.67 


















2.91 



10 




Included with digestive systems disorders were problems that required tube feeding s chronic emesis that 
required medical care. 

. ' * ' ' ., ■ 

^^lumber of categories exhibited by each resident. , 



53- 



Care persona, were asked' if the residents had seen a medical doctor 
-WithAn^eL jrear j^rio^^ 



this medical service. Table li r-eports that approximately* 90% of all 
residents ha^ received 'a physical examination within the year prior tc 
the interview. Regardirig other reasons for seeing a medical doctor, 
statistically significant differences were found among groups for thi 
proportion of residents who' saw a doctor because of a temporary illness, 
>ccident or ^n jury, and chronic illness or disease. Over 45% of PRP 
readmissions had be^n treated for a temporary illness during the year, 
compelled with 32.5% of all PRF residents, 29.7% of PRP new admissions, 
and 24.4% of CRF residents. ^ 
' • ' • . Treatment for accident or injury was„ reported for 19.1% of PRP new 
; ^ J ,a<Lissions, 17.7% of PRP residents in general, 13.8% of PRF readmissions, 
., . arid S-.6% of CRP residents. A special analysis was done to exclude resi- 

rtis who had -been reported to exhibit' self -injurious behavior seriofp 
enough .^-equlre medical attention. W^th these residents excluded, 
. 14.4%^f PRF new. admissions, 13.1% of -all PRF residents, 9.6% of PRF 
^ readmissions, ahd 5.2% of CRF residents ^liaid seen a doctor at least once 

. ^ during the prei^ious year because of ^accident or injury. 
^ .\ • , Although ,^ as reported above, the. prevalence of chronic health 

^.disordeafs^di^ not differ among resident^ groups, PRF residents were more 

* - .„(*■•• ' " ^ , 

likely thah CRF -fcesidents to have seen a doctor because of a chronic 

/afce^lth dlsbrdei; (£<.01). It is possible that chronic conditions were 

. mpre serious among PRP residents, or that PRP residents received more 

*^ medical attention for equally serious conditions. 



. ■ So 
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Table 12 

Rflaaons for Seeing a Medical D6ctor during a One-Year Period 




CRT m PHP . ,pRp 

reeidentB residents new admissions readmissions 



Rokine physical exam 


855 


90il 


870 


'87.9 


255 


89.5 


216 


69.6 


.69 


Temporary illness 




A 

HA 


320 


32.5 


84 


29,7 


109 


45.6 


10.29" 


Accidmt or injury 


53 


5.6 


174 


17.7 


54 


19.1 


33 


13.8 


21.17** 


Chionu illness 1 disease 

V 


91 


A ^ 

9.6 


142 


T 

14.4 


30 


10,6 


26 


10.9 


4.82* 


Diagnosis, diagnostic procedure 


48 


5.1 


41 


4.2 


8 


2.8 


5 


2.1 


1.46 


Seg^tding medication 


30 


3.2 


17 


1.7 


8 


2.8 


8 


3.3 


1.55 


Surgical procedure ' 


28 


3.0 


23 


2.3 


5 


1.8 


2 


.8 


.58 


Regarding prosthetic device 


5 


.5 


4 


.4 


2 


.7 


3 


1.3 


.46 


Mental or emotional problem 


17 


1.8 


11 


1.1 


7 


2.5 


2 


.8 


.81 


Other 


3 


.3 


,1 


.1 


0 




0 


4 ' ■ 

m 



ll 



L to^^^^^ '"I r Z "^^"^^'^^ resided at the 

tS onl rir ''^^ ^'^'"'^ "^^^^^^ ^^^^ ^^tor for ncre 



* £<.01 
**£<,0001 



0 
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Only small proportions of residents were reported to have seen a 



doctor speliifically because of their medication, it is likely, however, 
that medications were reviewed through records or during visits primarily 
for other reasons. At the time of the interview, 54% of all CRF residents 
were receiving some type of prescribed mediation, as were 76% of PRF 
residents, 71% of PRF new admissions, and 75% of PRF readmissions . 

Maladaptive Behavior 

The term "maladaptive behavior," somewhat more inclusive than 
"behavior problem, " includes behaviors such as stereotyped actions which 
may not present problems for otter people, but depart from social 
expectations or are in some way counterproductive. Stereotyped behavior 
such as body rocking usually causes no harm to other people or to the 
environment, but is often included among maladaptive behaviors because 
it may interfere with an individual's attention or performance, k^ereo- 
typed behaviors were evidenced by approximately one-third of each 
resident group. " 

Table 13 reports that there were statistically significant differences 
among. resident groups for the prevalence of every type of maladaptive 
behavior reported by staff. CRF residents were generally less likely to 
exhibit maladaptive behavior than were PRF residents. Self- injurious 
behavior was reported for 11.1% of CRF residents, compared to 21.7% of 
PRF residents; 16; 3% of CRF residents and 30.3% of PRF residents were 

rdported to injure other people; 11.1% of CRF residents and 17.6% of 

O 

PRE residents damaged property. A fourth major catego^ of maladaptive 



63 * 



Tibia 13 
Privslenoe ofBladiptiw 



I 



Typ« of Behavior 



CRT PRF PRP pRp 

rgBldente residents new admisgions readnisaloni 





N 


1 


N 




N 


1 


N 


1 




SelMn]uriou8 


107 


lit 


216 


in 


63 


22.0 


52 


21.3 


• ' \ "■ 
14.31** 


Injures others 


157 


16.3 


302 


30.3 


120 


42.0 1 


94 


38.5 


32.?6** 


Damages property , 


107 


11.1 


175 


17.6 


3D 




CI 

57 


23.4 


8.56** 


Dnusuil or t^lnfnnflvA hAhinMw 


278 


28.8 


342 


34.3 


108 


37.8 


100 


41.0 


4.86* 


stereotyped behavior 

• * 


287 


29. B 




W 7 
JO. / 


00 
7< 


J4i j 


69 


28.4 


7.73** 


Breaks rules, won't follow routine 




19 1 

17. i 


iOI 


io.o 


94 


J2.4 


81 


33.2 


10.30** 


Refuses to go to day proarai 


.69 


7 2 


117 


11. / 




OA Q 


63 


oC 0 

25.8 


20.31** 


H&S SPSnt one of lASt 30 duvs hrm 


24 


2.5 


57 


5.7 




1 








because of refusal to go 


27 


9.4 


33 


13.8 


12.72** 


Has purposely run away 


21 


2.2 


36 


3.6 , 


• 33 


11.5 


33 


13.5 


26.95** 


Has run away within the last six months 


13 


1.3 


25 


2.5 


25 


8.7 


20' 


8.2- 


19.63** 


Has broken the law within the last year 


15 


1.5 


5 


.5 


9 


3.1 


18 


7.4 


15.10** 


Court or law enforcement personnel involved 


7 


.7 


1 


.1 


4 


1.4 


10 


4.1 


12.22** 



*£<.01 
** £<.0001 
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behavior that included unuaual or diaruptiva bahaviora auch aa making 
noiaa or throwing tantruma waa raportad for 28.8% of CRT reaidanta and 
34.3% of PRP raaidenta. 

Public and community facilitiea had aimilar proportiona of raaidenta 
who ware reported to break houae rulea or refuae to go along with houae- 
hold routinea. Theae behaviora .included general uncooperativeniBaa, 
refuaal to get uPi or go to bed or eat at reaaonable timea, or reluctance 
or refuaal to participate in houaehold activitiea or to comply with 
reasonable niles such as "no smoking in bed." 

Regulations often require that residents attend special daytime 
programs. Although staff usually pre(^ailed upon residents to attend 
these progr^, they were not always able to succeed, as indicated W the 
proportion of residents who had actually missed a day of their day 
program within a month^ prior to interviews because of refusal to attend. 
Although 2.2% of CRF residents were reported to have purposely run 
y ^way at one time, only 1.3% had actually run away within six months- 
prior to the interview; 2.5% of PRP residents had run away within six ' 
months. This item did not infclude residents who wandered away or got' 
lost unintentionally. 

Staff reported that 1.5% of C¥» residents had broken the law within 
the prior year. In almost one-half of these cases the court system or 
law enforcement personnel had been involved. Among PRP residents, wifo 
probably had less access to unstructured or unsupervised settings, only 
0.5% had broken the law and in only one instance had law enforcement 
officers been involved. In other cases, fifiility staff, parents, or 
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«>oi.l work.r. h.d int. rv.„.d. Pr..u»ably, .taff r.porfd incidant. 
that occurrad out.id. th. raaidantlal facility p/'involvad p«,pie other 
than .taff or other re.id.nt.. " Although nany^r..id.nt. w«e aggre..ive 
or d..tructive, behavior, that ocbur "in the family" or at home ar. 
typically not reported a. "again.t the law." 

Except for .tereotyp.d behavior and ..If-ijv^uriou. behavior, the 
Incidence of every type of maladaptive behavior reported wa. „uA higher 
among PRF new admls.lons and readmiss ion. than among PRF resident. i„ 
general or ««,ng CRF residents. Injuring other residents, damaging 
property, breaking rules, refusing day programs, and running away were 
1.5 times to .6 times more prevalent among Prf new admission, and 
readmissions than among CRF resident^. Court or law enforcement 
personnel had been involved with 4.1% of prf readmis.ion. during the 
year; over 8% of PRF new admissions and readmissions had run away 
within 6 months prior to the :^urvey, over 9% had missed a day of day 
programs within the previous month, and over 38% had injured <Jther 
residenta. |, 

If a resident «diibited a behavior problem, staff were, asked if 
the behavior problem(s) prevented the resident from getting out into 
the community more, either alone or with staff members or volunteers. 
CRF staff reported that 47% of their residents with behavior problems 
would have been able to get out more if there behavior were better r 
controlled, prf staff reported that 53% of all residents with behavior 
problems were limited in community participation by their behavior. CRF 
staff reported that 8.4% of their residents with behavior problems (3.8% 
# 



4 



of mil CRT r«sid«nts) w«r« In '<U^«ir jj^f ^ng dwnitt.d, . oon«>ar«l with 
2.5% of PRF r«sld«nts (1.5% ofjall PW r•J5|•l^t•) who. war* reported to 
b« in danger of danission baoauaa of their bahavior pr6blama. 

Table 14 report* the nunber of diffe»#nt typaa of maladaptive 

behavior exhibited by each reaident.g. 8t4«f reported no behavior 

' ■ ' ' ■% 

problema forr52.7% of CRP reaidanta, 40.3% of PRP reaidentar 31.5% of 

PRF new admiaaiona, ani 31.6* of PI# readmieaiona. 

* . ■ *■ 

14 

Number of Typea of Maladaptive Behavior Exhibited by Reaidenta 

Nuniber CRF prf PRF pRr 

of Typea resident s reaidenta new- admiaaiona readmiasiona F 

Number 



None 


52 


• 7% 


40. 


3% 


31 


.5% 


31 


.6% 


1 


24 


• 4% 


24. 


7% 


24 




'22 


.5% 


2 


10 


• 8% 


15, 


5% 


16 


.4% ' 


14 


.8% 


3 


6 


.5% 


8. 


1% 


8 


• 7%> 


8 


.6% 


4 


3 


.2% 


7. 


2% 


7 


• 7% 


12 


.3% 


5 or more 


2 


.5% 


4. 


1% 


11 


.5% 


10 


.2% 


in 




• 91 


1. 


31 


1 


.75 


1 


.87 


SD' 


1, 


.27 


1. 


48 


1 


.76 


1. 


.90 



32.83* 



N6te: Eight types of maladaptive behaviors include: self -injurious, 
injurious to others, damages property, unusual or disruptive 
behavior, breaks rules, has spent one of last 30 days at home 
because of refusal to go to day program, lias run away during 
last six months, has broken the law within the year. 

* £<.0001 



Approximately 25% of residents in each sample group exhibited only one 
type of maladaptive behavior. Twenty-thre^ percent of CRF residents and 
34.9% of PRF residents displ^ed two or more types of ; maladaptive 

') r S3 



behavior. Multiple behavior problems were particularly evident among 
PRF new admissions and PRF readoissions: 11.5% of new admissions and 
10.2% of Ireadmissiops exhibited five or more types of maladaptive 
behavior, compare'd with only 2.5% , of CRF residents and 4.1% of all PRF 
residejits. \ ^ 

. In order to examine the frequency and st^iff response to maladaptive 
behavior, four categories were investigated in greater detail: self^ 
injurious, injurious to others, damages property, and unusual or • 
disruptive behavior. ' 

Self- Injurious Behavior " ... 

■Table 15 reports specific self-inju^ions behaviors ..reported- by ^ 
.staff, up. to three self -injurious- behaviors were cpded for each 
resident. The rank ordering of various types of^elf-injurious- behavior 
by prevalence was similar .among all resident gro^^ The proportion of' 
PRF residents exhibiting a particular behavior was consistently 
approximately double the proportion of CRF residents. |» 
. Frequency level and level of staff response w4re re^rted for the 
"single most prominent s^lf-injurious behavior of eaoh resident. Among 
self-i-njurious residents, self -injurious behavior episodes were reported 
to occur relatively frequently^ typically several times a week or iore. 
A one-way analysis of vari^e, however, indicated that the average 
frequehcy level of self-injurious behaviors was not' signiJ^lantly ^ 
differ^^^^ng. resident groups. ' ' 

l^^^^ial stafl. response to approximately 25% of all resident^ with 
self -injurious behavior was to systematically ignore the jWAavior and 



Table 15 



Pr^alence of Self-Injurious Behaviors, Ptequency, and Staff Response within pesidential Facilities 



,1 



Behavior/Prequericy/Responae 




i 
6 



5.9. 


107 


10.7 


39 


13.6 V 


t 


10.7' 


5.60* 


3.7. 
2.7 


80 


8.0 


24 


8.4 


IB 


'7.3 


5.47* 


52 


5.2 


'15 

i 


5.2 


..12 


4.9 


:'l.81 


1.3 


' 40 


4.0' 


: 5 


1.7 




6.1" 


.' 6.24* , 


44 


4.4' 


6 


2.1 ; 


3 


1.2 , 


. '9.46**. 


•a . 


. 3. 


.3' 


■ ' 4 


1.4.; 


2 


. .8 




• ,6. 


10 


liO 


*'3 


1.0,. 


■. 5 


2.0 




iij 


216 


21.7 : 


■63 


22.0 


52 


21.3 


luT** 



10 9f9v 

17 15.9 

35' 33.2 

34 33.0 

8 8.0 



24, 11..4. 
40 : 19,0 
63 30.0 
72 34^3 
11 5.2 



■7 3.3 

44 20.5 

61 28.4 

90 41.9 

13 '6.0 



7 • 11.7 
12 -20.0 
16 ^26.7 
18 '30.0 

7 11.7 



1.34 



Behavior' 

: -bites, picks, scratches self 
. • bangs head, 

_;hits, slaps, .pinches .se^f 
. hits jself with, throws < self against c 
' eats non-edlile matetial 

pokes objects in eyes,, ears? etc. 
'.■ ■ <>ther. ' y 

Total ' ' . 

.;■ 

Prequency^ / . ■ , 

(1) less^'than monthly ' 
(2^ 1-3" Jer month , v ' 

(3) 1-6 per 'week' ^ ' » • 

(4) H6 per day • ' . ' 
,(5) Ipr itore,.per hour . • 

-Staff . rajibiise^ ]■ j 

response . ^ 
*(2| ignore, reinforce other behavior 
(3); verbal response ;, ; 
,^ (4)- physical response ' 
' ' (5) 'g6t heip/ \ 

' ^JiSi t£S' ""T '^^"^^^-^ exhmtea .r^than one ty^e Of 

Wcent of residents who exhy^^^^^^ ' ^ r 

■*£<,001-' A \ J ■ ■ ^ 

■ **£<sfcooi:; ■'• '/ ' • , ■ ■ - 



7 13.5 

13 25.0 

19 36.5 

9 1,7.3 

4 7.7 



3 5.8 

16 30.8 

11 21.2 

16 30.8 

6 11.5 



'1.67 



V 49 
reinforce other behaviors that were more desirable. Approxiinately 

°^ self-injuriousl*residents elicited" a physical response from 
Vs^E. The jnost serious behavior problems were considered to be those 
^ that .could not be controlled by one staff person, six percent of self- 
V injurious PRF residents elicited this level of staff response, as did 
S.6% of self -injurious CRF residents. Among PRF readmissions, the 
proportion of self-injurious behaviors that required l^ore than one staff 
person (11.5%)>was consideirably higher than among other resident groups. 
^ One-way analys^^^. variance, however, did not indicate statistically 
significant Jlli#ences in average ";evel of staff response to self- 
injurious behaviors among the four sample groups.^ 

Behavior Injurious to Other People 

Table 16 reports on behaviof injurious to other people. Kicking, 
hitting, or sl'apping were most common behaviors in this category. Other 
types of injurious behavib^-Thclyded biting, pinching, and throwing 
things at people. Some residents caused unintentiorik injury by pushing 
pr being overly rough. The rank otder of the prevalence of various 
types of behaviors injurious to other .people was similar in CRFs and 
PRFs, although the proportion of prf residents exhibiting each type of 
behavior was at -least twice that of CRF residents. 

There was a wide range in the frequenty level at which behaviors 
injurious to other people occurred, ih CRFs, 16.7% of the residents who 
injured other people did so less than once a month, compared to 12.8% 
, of all injurious PRF-^esiSents, 6.8% of injurious PRF new admissions, 
and 5.6% of PRF readmissions who injured other people. Nearly 30% of 




I 

Prevalence of Behaviors Injurious, to Other Peo£4 



Behavior/Prequency/Response 



'y'=?J^'^l'/'S<i. staff Response w^thin'Residen^ialTaciiities / 



£esi^_^ , newadnissions' Anjsslor ' ' --^ ^ 



Behavior 
Woks, slaps, hits 
scratches, bites 
pinches, pulls hair . 

hurts by puto Or roughhousing ' 
hits with, flows objects at people 



/ /* fes!de0 ,. lei 



r I f' 



^ 1 ■ ^ 

9 t ^ 



chokes 
other 



?5/S,)Jl^ lM^~^/42 U.rf^ 

1 /Vov si . 54> ( 



total 



•_7 j . '''f. iiV, 

157■16.3 " '302^(30,3 



FreW , 

(1) less than monthly . 

(2) 1-3 periDontb • 

(3) 1-6 per week 

(4) 1-16 per 4ay 

(5) 1 or more per hour 

# 

Staff response^ i . 

^(1) no response 
■ (2) ignore, reinforce other behavior 
*< (3) verbal response 

(4) physical response 

(5) get help 



26 le;? '38 .12.8 

43 28J 78 26,2 

60 39.0 111 37.2. 

21 13.7 67 22.5 

t 2.6 4 1.3' 



1 .6 3 1.0 

14 8.7 31 10.2 

83 52.9 424, 40.9 

50 32.0 107 35.3 

9 5.7 38 12.5 



120 ' '42.0 • 

?i4l.4:'. 

33. 28.0 
,2 1.7' 



0 U 

S 4.2 

65 54.2 

34 28.3 

16 13.3 



■.?y8.5-|2^^^^ 

38 42.P,^'° 
29 32.2 

16 17.8 :' 

2. 2.2 




1.48 



1 1.1 

7 7.4 

39 41.5 

28 29.8 

19 20.2 



'StStirS^ ™ '"'^ "^"^"^ ''"^ ^^--M one type of 
Percent of- residents who exhibited behavior injurious to other people. * ' 



*p<.01 
*V£<.001 
7,?**^E<.0001 . 
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PRP new admissions who injured other people did so once a day or mire 
often, compared with 23.8% of all ijijurious PRP residents and 16.3% of 
injurious CRP residents. One-way analysis of variance, however,, 
indicated that the difference among groups on average frequency level 
of behaviors injurious to other people was not statistically significant 

Approximately 50% of behaviors injurious to other people elicited 
a verbal response from staff, and approximately 30% elicited a physical 
•response. Compared to "self -injurious behaviors, relatively few 
behaviors injurious- to other people were systematically ignored. Among 
PRP readmissions, 20.2% of behaviors injurious to other people required 
the intervention of more than one staff person, compared with 13.3% of 
injurious PRP new admissions, 12.5% of all injurious PRP residents/and 
only 5.7% of CRP residents who injured other people. There was 'no 
statistifcally significant difference, however, in average level of staff 

• • ■ > ■ ■ ■ 

response among the four resident groups. 

■ ■ ■ ■ . • ■' • ' ■'■ 
Behavior That Damages Property • • 

Property damage by residents is summarized in Table 17. The most 
common type of property damage consisted of breaking or damaging toys, 
furniture, or other objects and inates^ls found within the residential 
facility. The second most common type of property damage involved the 
actual building structure, with some residents reported to punch holes 
in walls or doors, break windows or car windshields or damage light 
fixtures. 

Among residents who damaged property, 5.4% in PRPs were reported to 
do so at least hourly, compared with 2.1% in CRPs. The average 



Prevalence of Behft 



• |able 17 

age Property, Frequency,' and Staff Response. within Residential Facilities 




Behavior/Frequency/ResponSe* 
Behavior 

breaks toys, furnishings, contents of 
' /'^ building 

breaks windows,, doors, structural parts 

of building, cars 
tears up or destroys clothing 
throws things, overturns furniture 
stuffs sinks, toilets with paper, etc. 
breaks eyeglasses, hearing aids 
other A 
Total '-F 

Frequency^ 

(1) less than monthly . 

(2) 1-3. per month 

(3) 1-6 per week 

(4) . 1-16 per day 

(5) 1 or more per hour 



Staff r^nse^ | 

(1) na^iespohse 

(2) ignore, reinforce other behavior 

(3) verbal roMpon^e 

■ (4) physical ^4onse 
(5). gethelp 



( 



CRF 
residents 



N 



PRP PRF , PRF 

residents ' new admissions reaMssions 



79 8.2 
43 4.5 



107 10.7 

'47 ■ 4.7 



29 10.1 
14 4.9 



31 12.7 



23^9:^4 



21 
11 

2 

2 

0 - . 

107 in 



2.2. 
1.1 
.2 
.2 



59 
46 
4 
3 
1 



5.9 
4.6 
.4 
.3 

.1 



175 17.6 



18 
12 

4 

2 

0 - 
1? 19^2 



6.3 
4.2 
1.4 
.7 



23 


24.1 


24 14.3 


8 


15.4 


ir 


19.3 


34 


34.7 


44 26.2 


17 


52.7 


23 


40.4 


22 


22.3 


58 '34.5 ' 


13 


25.0 


12 


21.1 


16 


16.9 


33 19.| 


14 


26.9 


10 


17.5 


2 


2.1 


9 5.4 


0 




1 


1.8 



/ 2 .1.9 

'13 11.9 

62 58.9 

23 2;.7 

6 5.7 



4 2.3 

22 12.6 

71 40.8. 

48 27.6 

29 16.7 



1 
6 

24 
15 
9 



1.8 
10.9 
43.6 
27.3 
16.4 



0 - 

3 . 5.3 
28 49.1 
15 26.3 
41 19.3 



2.25 
2.53 




3.40 



W of all residents. Columns do not sum to total because some residents exhibited more than one type of 
behavior that damages property. , , iv^^^ 

Percent of residents who damaged property. ' . » * 



! * £<.'D01 
**j<r.00pl 



/ 
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frequency level at which all property damage occurred, however, did not 
differ statistically among groi^ps. 

Relatively few behaviors that damaged property were ignored by 
staffs Approximately 17% of PRF residents who damaged property required 
the response of at least two staff members, compared with 5.7% of CRF 
residents who damaged property Nevertheless , the average level of 
staff response did nc*t differ sil^ficantly between CRF and PRP. groups. 

Unusual or DiiSruptive Behavior 

Unusual or disruptive behaviors are reported. in Table 18. This 
category included inappropriate verbal behaviors such as swearing,' 
threatening, yelling, or talking too iQiid, or repeating meaningless 
phrases over and over. Inappropriate verbal behaviors were more common 
among cfEF residents and *mong PRF readmissions than among prf residents 
in general, no doubt partially because\ess than half of all PRF resi- 
dents cibuld talk. PRF residents were more likely to screanj; cry, or 
make non-verbal noises |than CRF residents were. Temper tantrums were 
the third most common type of disruptive behavior. As with other major 
categories of maladaptive Behavior, the r^ order by prevalence for 
various types of disruptivg>i,ghavior was similar for CRFs and PRFs. 
Few residents were reported to be di^ptive because of a general high 
activity level, althoug^^many were reported to receive medication for 
overactive behavior (15.7% of CRF residents; 29^,9l^of PRF residents). 

Most disruptive residents engaged in this behavior less frequently 
than once per day; 22.7% of disruptive CRF residents and 34.4% of 
disruptive PRF residents were reported to be disruptive daily; and 



Table 18 

Prevalence of Unusual or Disruptive Behaviors, Frequency, and, Staff Resfonse within Residential Facilities 

T 



Behaviof/Prequency/Response 



Behavior 

inappro^iate verbal behavior 
, nonve^, screams, 'cries, yells 

teipHantruM 

nuisance behavior: slams doors, 
flicks lights, water faucets 
inappropriate sexual behavior 
throws or overturns things 
strange postures, mannerisms ' 
pesters, teases, seeks attention ' 
inappropriate social interaction 
pushes, rough, aggressive 
high activity level 
other 

Total 

Frequency^ ^ 

(1) less than monthly 

(2) 1-3 per month 

(3) 1-6 per week 

(4) 1-16 per day 

(5) 1 or more per hour 

Staff response^ 

(1) no response 

(2) ipore, reinforce other behavior 

(3) verbal response * 

(4) physical response 

(5) get helE 



PRF FRF 
residents residents new admissions 



PHP 
readmissions 




100 


10.4 


81 


8.1 ' 


30 


10.5 


42 


17.2 


4.28* 


63 


6.5 


101 


10,1 


38 


13.3 


28 


11.5 


3.56 


71 


7.4 


88 


8.8 


21 


7.3 


27 


11.1 


1.40 


70 


7.3 


m 

4 


4.8 


23 


8.0 


18 


7.4 


.■2.47 


41 


4,3 


34 


3.4, 


8 


2.8 


11 


4.5 


' .45 


22 


2.3 


24 


2.4 


13 


4.5 


8 


3.3 


• .79 


19 


2.0 


19 


1.9 ' 


9 


3.1 


3 


1.2 


.54 


17 


1.8 


li3 


1.3 


2 


.7 


1' 


.4 . 


• .74'. 


14 


1.5 


22 


2.2 


7 


2.4 


12 


4,9 


3.73 


7 


.7 


15 


1.5 


. 4 


1.4 


3 


1.2 


1.28- 


4 


.4 


13 


1.3 


8 


2.8 


' 3 


1.2 


1.48 


30 


3.1 


57 


5.7 


17 


5.9 


il 


■ 5.7 




278 


28.8 


342 


34.3 ^ 


108f 


37.8 


100 


41.0 


4.86* 



28 
68 
99 
61 
11 



10.6 
25.6 
37.0 
22.7 
4.1 



19 
74 
116 
117 
14 



5.6 
21.8 
34.1 
34.4 V 

4.1: V 



6 2.2 7 2.1 

54 19.k: 76 22.6 

162 59.f M59 47.2 

46 16.8 71 21.1 

6 2.3 24 7.1 



4 

17 
34 
42 
11 



5 

15 
54 
30 
4 



3.7 

15.7 
31.5 
38.9 
10.2 



4.6 
13.9 
50.0 
27.8 
\3.7 



1 

19 
41 

32 
2 



1 

25 
53 
16 

5- 



5.1 
19.2 
41.4 
32.3 

2.0 



1.0 
25.0 
53.0 
16.0 



6.03** 



1.40 



"Percent of all residents. .Columns dO' not' sum to total because some residents/exhibited 
unusual or disruptivejf behavior. «/BAiinjitea 

Percent of . residents who exhibited imusual or disruptive behavior 
'* £<.01 



more than one 



U1 

1^, 



type of 



approximately 4% of each group were reported to be disruptive at least 
hourly. Overall, the average frequency level of disruptive behaviors 
was higher for PRF ^sidents and PRF new admissions than for CRF resi- 
dents (£<.001). 

Most disruptive behaviors were ignored by staiff or responded to 
verbally. The average level of staff response did not significantly 
differ eunong resident groups. 

( 
I 

Summary 

Approximately half of all CRF residents were reported to have one 
or more maladaptive behaviors. The prevalence of most maladaptive 
behaviors was sigSfica^Uy higher in prfs where 60% of all residents, 
including *68% of new a|^fen>s and 68% of readmissions, were reported ^ 
to have behavior problems. 

The frequency at which individual , residents performed various 
behaviors and the manner in •hich staff responded to each type of 
behavior by each resident were reported for four major categories of 
maladaptive behavior. .Frequency was reported according to five levels 
that ranged from "less than monthly" to "once or more per hour." " on 
the av^rMge, the frequency at which CRF residents performed various 
maladaptive behaviors was similar to the frequency at which prf resi- 
dents with behavior problems performed the same behaviors. The only 
statistically significant difference in average frequency level was for 
the category that iiicluded unusual 6r disruptive behaviors T disruptive 
PRF residents were™isruptive more frequently than disruptive CRF. 
residents were. f ^ 

^ 8^ 
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' The manner in which staff responded to acts of maladaptive behavior 
was reported according to five levels that ranged from "do nothing" to 
"get the help of an additional staff member. " There was wide variation 
in the manner that staff responded to various beHaviors and various resi- 
dents." However, the. average staff respoO level in CRFs was similar to 
the average staff response level in prfs, Suggesting that the awunt of 
Staff effort expended per maladaptive behavior incident was similar in 
PRFs and CRFs. 



J 
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oi^anparas ror Residenti al FacilitieB for the Mentally Retarded (JCAH, 



1974) stated that facilities'- should^nake* every^teitpt , to mo&^esidents 
from more structured, more ^dependent to less jjuctuired, more independent 
living, and from larger segregated |jj3ilities to smaller, lire so^lly 
integrated living arrangements. 

It is possible to match residents' needs with appropriate Jlels of 
6are in residential facilities. Budde (1976) proposed a" system of ■ 
classifying residential living, environments according to the degree of, 
physical and social integration of fered' to residents, and Heiny and 
5tachowiak (1976) suggested a model for iftatching levels of^ residents • 
needs with the characteristics of residential facilities. The Behavioral 
Charaeterfstics Assessment used in the present stu<^fcilhceptuaiized ' 
residents ••needs in terms of levels of independence that have direct 
implications regarding appropriate level of care. 

Results of the study indicate that cps, as well as PRPs^';are 
serving residents at all leveligof independence, although ih Considerably 
different prpportions. Fifteen percent of oommunilty facility residents, 
those at or below level 1 of the Behayiorar tharafcteristjlcs Astfb^sment . 
were dressed, fed, and otherwise directlf^physi'cally assisted in' all 
daily activities. Forty-one^efcent of pyblic , facility residents" 
Required a similar level of c^re. \ 

In deciding when and where to'. place., jjfesldertts, emphasis has ' / 
been on seleqting certa^fi. residents whci ^an be exge Ad to fi^t into one 
of ^ limited number of available residential pla6«rtents. The 
pvailabili1& pf appropriate community residential facilities,, which are 



especially iri undersupply for- severely and prof ounaiy retarded people, 

PJ-acement in a PRF a s' the only alternative . _ It is, 
perhaps, surprising that deinstlRition^iization has progressed as far 
aa^it has, given the fact that the development of coi«nunity resid^feial/. 
facilities has relied inore upon the spontaneity, good , intentions , and 
entrepreneurial motivations ot.facility developers' than upo^ organized 
efforts to establish residential services tailored to match 'the 
characteristics of all peopOje who need them.. A '^buyer^ njarket,-; from 
the standpoint of CRf operators, served adequately when public institu- . 
tions housed relatively large numbers of mildly handicapped- individuals. 
This is no longer the c||e, however. Although approximately 15o,000 * 
mental-ly retarded persons jremain in public ijfsidentiai facilities or 
psychiatric hospitals, (Krantz,' Bruininka. & ciumpner, 1979), the jiumber 
of new com^ity residential facilities opening each year may no longer 
be indreasing (Bruininks, Hauber, a Kudl^^ 1979). 

A planning model must developed to use information afibyt residents.' 
characteristics to estimate the number of community placements needed; 'and 
to specify desirable charact^stics of- tesidential facilities/ in ierms 
of residi|pts' needs. To make such planning possible, residents • 

^t^'^^stics^ must be assessed in a manner, that results in i^rmat'ion 
that is useful for planni|p. with planning^n mind » it is of reiiUvel>" 
little use to know that most residents ajre severely retarded per'se, or' 
that thdy have certain 9tandardize<r test; sctotes Jfor an arbitrarily t 
selected norni grbyp. >>,-| ^ ' 




TlMi present study assessed residents' behavioral characteristics 
according^ to -specif ic levels-of independer^pe . - For exampler Table 4 
indicated that 18.8% of public facility residents were below the first 
level of independence, .Applying this proportion to the .15Xi972 ,t6tal 
PRP population in 1977, it could estimated that approxiMa't^a^it^;''* 



PRF residents needed residential placements that could providPfctal ' • 
care or one-to-one assia^ce for all activities. CRFs have demonstrated* 
^at they are capable of llrbvidihg care for severely han|p|;)apped resi- v-" 
dehts^ 7.2%^ (approjii«tej|j|a in CRFs in 1977 were 

nearlj totally dependent. Many additional community facilities offering ' 
a similar 'level of care.; would be needed ti serve the equally depen<ient 

pHFs. Each of this study's levels of independence 



res,identB r^mainSiig 



of fer ,dire^t^iri\plip^tij6^ ^ppro^iate level of care, raging from^ 



conih^t .assistaiij^ 
arra^geiAA^ 




i&upervysicin In itemi-independent living 

\^ .... . 

ibitity level with the basic level 
tlilisillty doeis not alone asstire success 



> 



'^eadm^sj^io^sV^inost of whom had presumaiDly 
90^amj:«iity xe^'ident:!^! facilities, demon- 
ithat ,clp^el:y /iiiatcl(ed\hosiS^^ residents 



l*hey d^lcHurflLCtvi.n 
iaptive behkiiBfttwi 

i^ektis/^^ 



leJT;. Respects, 

liigher cmiong 



r^tjuunpt 



made t^d^ilMB^^^ .pCflnkla^ l?|f5i?l<)jr: : J. 
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Data on pr^yal^i^ frequency, and ^ta£f resfionse to maladaptive behavior 
however^. _useful in Underatanding ho^i^iiai^liviors affect ♦ 
presidential, p^cement. Generally^ resu j;tgj||j t^ suggest tha^ 

cpi«nunity^^e^;^tiai facilities can suc^BLy rnaWage ihe same mai&dap- 




tive behaviors ^^t. public- facilities -J^MThough at present these 
^ _f(r»blem behaviors^^ ^RF residents, 

if . °^ '^^^'^^^^ ^^aviprs were rei;orted, including many 

•^|f«€fik'^ ^consider quite tmusual . " Yet there was only 

'Sported, awpng p'rf residents that was not also 
repott'^ among CRF residents (attempts to set f ires^. and its incidence 
was ^4 low as to'make it difficult to draw conclusions from this sample 
(OiQI^ residents; 0 PRF residents; 0 PRF new admissions; 3 PRF # . 
rSdmissidns) . ^ * ' - ^ 

Even though all, types of maladaptive behavior occjirred in at least 
soi|ie CRFs, it is possible that the^e may be a qualita|ive differenep 'in ' 
maladaptive behaviors of PRP and CRF residents. It, might b^ 'argued that 
CRF residents who injiire otl^er people, for example , ^o , not injure them 
as badly or as frequently as PRF resident^ dfp. ' .jiT an attempt to examine' 
this issuiK the study considered s^cif iq behaviors--specif ic types of » ' 
fbehlvlor ^at iri^vx^^^yptsv people , f9»;fexample--ana investigated the 
frequency at whiy^ailouifeaSis were*performed. Gen^ially, q|l' residents ^ 
who exhibited a certai^d^vio^ performed i,t just as frequentlyj^s PI^F 
residents did; for ^e^ple, CRF r^idents who hiite ^er people were 
report^ to bit6 just as^requentl^as PM^^^^^^^ bite other ^ , 

people were reported to'^bige. ^ 




eBldents bite harder 



It might also be argued 

J.::...' 

^,/%^^an CRF residents bite, a question of severity. There is no commonly 
accepted way of measuring the severity of maladaptive behavior. The 
•present stu* ,.therea int.^t%. on ho. sfff respondea to ,,p^iic 
maladaptive acts of each resident. It was hypothesized that from a 
resident management perspe\:tive as it affects staff, residehts, and the 
day-to-day oporatibn of a tesid^itial facility, staff rejAnse could be^a 

bdna\ 



measure of the seriousness of the W>bj^em a particular bdiavior caused. 

Five levels of staff response were reported.- The data indicate that 
on the average, CRF staff respojided to maladaptive behaviors among CRF' 
re^4^>ts at |^ same level that PRF staff responded to maladaptivS-^ 
t>ehavi6rs among PRF residents. This does not prove that maladaptive 
behaviors of PRF residents are no more severe than maladaptive behaviors 
bf CRF Residents. Staff response might be' inifluenced by a number of 
^tt^er factori^. Physically handicapped or T^^^rbal residents, for ♦ 
^cample, may be more likely to elicit physical^esp^^^yi^^ of 
the- severity of the behavior.^ Nevertheless^^^^fP 
standpoint the actual response required of stl^^lyl 
than the cattse of the re ^ 



Another limitat^ 
seriousiiess of a beh^-O^j 
expectations or may tol 





i^^nse yas a measure o 



erent staff have diHerent ' - , 



B^Oxaiyi^^ differently. It is 



possible, -^r%xaxnple, that befcauseVf the relatively jj^dtted environments 



9f Dfost PRPir and because of a high j*flaralence of maladaptive behavior. 



^^^ll."^^^^ €bleran^^^a*^they might "put i^p with moj^e , " 




ERIC 



/ v.. 63 ... ----- 



«n<i th^efore t±eir pveral level of response, which was the same as 

the overall level of CRP staff response, miglvt not reflect that' the 
maladaptive behaviors of PRf' residents are more severe than the behaviors 
of CRP residents. * 

Several analyses were conducted to examine the possibility that the 
staff response measure was influencetf^^ factors other than the actual 
severity of behaviors. A series ol^fone-way aniltses of variance . ' 
indicated that the staff response measure successfully discriminated 
among different type;? of maladaptive behavior. A Specific behavior syph 
as "bites people" was reported to elicit a statistically significantly 
higher average level of staff response than a ""^der behavior such as' 
"pushes mibple." Although factors other than the maladaptive behavior 
itself may have influenced staff respons.e, they did not prevent the 
measura from discriminating among behaviors . • , ^ 

Further analyses indicat^ that, for specific types of behavior, 

/,*• ' . ■ -Sft 

tjlere were ho statistically significant differences between the average 
^'vel M rfiSpoase o£ CI^. andlpi^staf f ; „ M de^eg 'S^ vAt^ih 

.. various maladaptive behaviors are tol^JC|^ may varV aUKSlig individiMlf,, 
^- PRF staff and CRF staff;, <:onsis||^tl^^ of 
•^^i "behavior in a similar manner, i . e . v:<the^|^^^- levfe 'ot sta*^ 
^was the ScUne br/a beh«vior-by-behavior basis . 



Ct seems evident that by maintal^^ adequatte strffiij^ resident 
ratio% and. by^ing- .^deqia^ behavi<|K mariaerei^rit P^0^^$^^ at least 



sq^ CUPs m|nage the same maladaptive behaviors that ^^iiSt^^A by 



PRF residents. As ^^||^® case when con^dering"" resident 



v 
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problem of too few CRP placements is a problem of availability, it has 
not been demonstrated that community facilities cannot cope with" 
behavior problem*.. $ ^ 

Nevertheless, CRFs have more latitude than PRFs in selecting resi- 
dents whom they choose' to admit demit., therefore, fewer residents 
with behavior problems are likely to be admitted to CRPs than to0lFB. 
In this study behavior problems were cited by staff or in records as 
contributing factors in placement decision? for 3Z*S% of rnr iil it 

' (54% of thos who had bteen admitted from^ community facilities) .' Amo^g 
CRF residents, however, behavior problems were repoz^ted as ij| contributing 
factor for only 9.4% of placements. Ttiesft^ at^^jti|t^Lcs iniply that CRPs are 
relatively less likely to admit residents with°m«adaptiye b^havifri and 
rperhaps more likely to demit them for placement in a publicly operated 
S fibiiity. ^ # 

gP^ Other research studies have reported a generally high prevalence 
°^^^la<Saptive1behavior among retarded peopfe (cf. Eyman & Call, lay?) ^ 
The present -study reported similar prevalence figures. It is iinport«|it, 
:bowever, to elaboi|pl on' thes^ findings. In non-lfllicapped populations,, 
many malaApt|||. behaviors are^ccept«d, ignored, or tolerated. In this 
study,. CRF staff reported that 30.1%.of th»ir residents exhibited at 
least one of four major categories of maladaptive behavior. . ' 

^f:,^^.J^^y^^'^' however, never reqwil«ed more than a treirbal 
respbn^'*»^ ;9t4W and never occurred more>feiian once/iflaily. if these) 
. behavxors were excluded, . pnly 18.8% of CRP residents woulcL be considered 
'' to have behavior management proh||pin within the four^iajor categories. 
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criteri»^,<4ither more than onoe pe#day or more than a 

verbal rdlponse) , 36.1% of all PRF residents, 42.2% of PRP new 

admissions, and 44.5% of PgF readmissions be considered to exhibit 

behavipr^^jg^ageroent prctelems. * 

Similarly, for less than half the CRP residents who were reported 

to hav»%ehavior problems did^staff feel that the problem affected the 

resident's ability or opportunity foj^re community interaption; less 

thanhalf of those who were reported to refuse to go to day programs had 

actually stayed at home during the last month; o^ly 62% of those 

reported to have run a,way hgd actually done so in' the past six months; 
■ , ' ' i, »V 

and for only 50% of those reported to damage property did the staff 

,# . ■ 

report that there had been any repair cost duri|^ the last month. 

. " ' 4 

There appears to be a wide range in the decree to which CRFs are 

, 

P"P*^pP»to cope with behavior problems. . In jany of the community 
facilities t^pl|ped in this study, residents with a multitude of severe 
behavior, prof^ems-vMre accommodated and, extensive efforts were mai^^^tb ' 
modify maladapti% bet^avior . in other facilities, residents who||e only 
maladaptive behavior was being "generally uncooperative" or • screanttng 
"once a week t)r *so" v||re reported to be in danger of demission, in this 

-tespect, residents' prospects for successfully remaining in a community 

■ , ■ 

facility d€!t>ende(d to a large extent upon the chlcacter±stig§ o#the 

community fadil^ty that they. .were living in. '^■^^y^^--<:.. 

Residential facility characteristics ^d suH^rt services are alf 

important Aa *h<(S|j,Eelate to residents' health care needs. It is 

.' - ' ' ■ , ■ 

difficultj^ make generalizations about health care in residential 
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facilities. Nelson and Crocker (1978) suggested that the dissolution 
of medical authority in -response to IL inter-disciplinary model, marginal 
medical staffing, diversity of judgments about what constitutes appro- 
priate medical intervention, and the fact that most PRP hoppital or 
infirmary units lack much of the diagnostic and support equipment 
available in community geneiJ| hospital settings are among the many con- 
siderations which sjuggest th« public residential ifj^lities are not 
necessarily best able to deal With health care needs. 

a- 

Although the present. study found little or no difference between 
PRF and CRT residents with regard to the prevalence of chronic health 

$ 

f problems or health maintenance that required medical care, health 
problems^ have freqiifntly been citeS as reasons ;|p)p institutionalization. 

f^^ the factual basis of this claim. 

Pagel and WhitlinHl978) fbund that the greatest number of health 
^ problems .^esultieg in readmissions to the institutions they studie/3l, 
^1^"* P«>fo«ndly retarOpd people froirjrommunity facilities ' 

cal4.ed convalescent hospitals. The i^nvalescent hospitals, which by law 
provided 24-hour skilled nursing care,, were better eqxi^ped thdl other 
community facilities S^handle heftjIjth-reXate^roblems. . They stated that: 

* ... few of tfie health problems letting to readr(dssion w^re- 
. of a life-threatjaaij^^ most could have been treated 

w by^ a physicianr^^^^*&te bOnSw^ity in conjunction with the 
'^j^^ availdbie at t^e corjvaiespent hospital. ... 

. Conceivably r when a residentf • 9-lSehavibr or health requires ' -J 

.... nbrroal ai^punt o^Seuperyision aM xjire the ' 

^r^' ' Placements return their client^^'t^ ■[ 
• • substitute him or her with a more "healthy" or "well-bdteved" ^ 

%dividual. ^ This practice-^-^if reai^-is economip^^y v p ' ■ ' 
|)foductive slnce^the same reji^fcursorient polici^l^Spply to 
residents, wheti||r or^not^ they beo6|||e more ^difficult. (p. 166) 
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Quality health care should be an integral component of all typea 
of residential facilities. HoweveJRie presence of medical and nursing 
staff must be differentiated from residents' actual need for health 
It cannot be assumed that residents Have health problems or need intense 
m«3ical care just because a facility has medical staff nor oaa, it be 
assumed that the presence of medical staff assures the most" sat:-L8fM|eJCy, 
residential placement for a resitJenS. ' ' '"^^^i ' V " ' 

According to Staff reports, residents were more likely to see a 
doctor because of teinporaj:x:illnes9.^aVandAuries th»n becdOse of ' 
chronic illnesses. Nearly half^of prp readmissions (45.8%) Jiad seen a 
doctor withiis a yeaf^^or since '^aiJmis.ion if less than one year) 
because of a ten|prary illness, " compared to 32.5% and all PRF residents 
and 24.4^ of CRF residents . Past studies *f the relocation of residents 
who are transfer^ from one facility to ^nother (e.g., Cochran, Sran, 
& Varano, 193^) have suggested that healtll. problems may develop from " ■ 
stress associated with transfer. The relative frequency of illnesses || 
amBn% all resident, groijll^may^luggest the desirability 'of future research 
on the prevention of temporary illnesses ip residential facilities. 
Prevention mighf also reduce the frequency of accidents and injuries 
^ requiring a doctbr's car^ which were three times a^^^nt in PRFs \ 
(0.7.7* of residents ill one year) as i*. CRF6 (5.$%^BP^ 
Pierce (1977) also reported- a high rate of injuries in I Canadian 
instittitio^ The pain and possible permanent hai||bau8ed to residents 
as well as the costs associated with medical Jbeipr even hospital- 
ization of injured residenll^must be ooMriderable. V ^ 



Wie present study reported that although many CRF^ residents have 
handicaps in addition to mental retardation, PRFs continue to serve 
larger pl^oportion8 of residents with epilepsy, yJLsion or hearing 
problems, and physical handicaps. Approximately 20% of PRF residents 
were ndhambulatory, coa^pared with approximately 10% of CRF residents. 
Since O'Connor's national! study of community facilities in 1974 (o'Connor> 
1976), however, the proportions of CRF residents with cerebral palsy, • 
epilepsy, hearing, and visual hai^caps have approximately doubled. 

Many quality re8ide||plal altiiferiatives have been created during " 
recent years. Community facilities, when properly managed, have demon* 
strated that they can meet the needs of handicapped individuals for ,who» 
institutionalization was previously the only alternative. The data 
indicate that there are community residential facilities 'for some very 
severely handicapped individuals with multiple physical and b^vioral-* 
disabilities,' tts well as for less disabled residents who are approaching 
independence. Yet there are presently far- from enough community 
facilities to servKhe residents remaining in pt4>lic facilities, most 
q£ whom require i^ff-levels of oare, and many who have additional 
handicaps or a^fc.adaptive behavior. v 

Infapaation about mentally retarded pebple vha need residential 
jC4re musjt be p«fe to use and incentives must be developed to encourage 
t^^l^bJld'sion^^^^^ community residential iE?ervic^s. T:here^ .^^ji^'^ , 

gross discrillLicies between the finSilsial and technical resources ^ - ^ 
available to commxinity and pioblic ^acili4:ies. ^ Too often, residential 
carl providers are insuff icierit funds (Wieck & " 



Bruinink.; 1980) and inauf;^ip^t :|ita^ 1981). Yet providers' 

are aometimes viewed with ihispicion, criticized for pro*yyi>, 'jj^rhaps 
expected to "bite off more' than they can chew," and )^^<^|J^ "^gerly 
with few incentives, few rewards,, and little sense of '(JiftijifJon. Support 
is needed to solve problems that relate to attaining adequate staff 
?^atios, staff training, acquiring' appropriate buildings, and to 
characteristillB of cooperating commiinity agencies and generic services, 
which all influence a residential facility's ability to. constructively 
deal with its residents' behaviored and physical characteristj,cs, health 
care ilgjlds, and maladaptive behaviors. 

Nonambulatory residents, for^ example, require accessible -l^uildinlte 
M^y CRFs haye been established in existing homes or Ridings that St^^": 
not accessible and cannot be ^asily. modified. New construction 
financing that is not easily obtained, and PRFs are often required 
con«)-ete for the same funds in orde^ t6 be remodeled to comply with 

federal steuidards. 

F s • , - . ■ ■ ■ 

Attention should also be directed toward residentiallfccility staff : ^ 
the a\^l^lity of an adequate number of staff who are skRed-in 
behaviojr ^ification techniqd!|||ould- ameliorate many residents' 
maladapti^, behaviors. Community faciliti«iB need the resources to inters- 
act constructiyely with res^tents on a days*o-day basis. Periodic 




«o«^tk^o» is „Aot ei^^ a group home- that |pn afifprd to ' 

employ only one or two counselors to cope with 10 residehjs, 4 "V^a are' 
not toilet. trained, 5 who oannot talk, 2 ^ho cannot walk, 6 who Ivave an 
a<^ditlonar.handic«p^ .2vwho have a chronic health problem; aii 6 who have 



«t least one maladaptive behavior (averilfes for reeidenta' now' in 
PRFa)^ - . 

Organi«0cJ planning fiased upon factual information abput the character 
istics of residents could be used to plan and develop residential living 

alternatives, to estimate types and numbe* of con^iinity facilities 

' ••'»."*' 

needed, «jipj:opriate staff ratios, and the kinds of services necessary to 

• : . ' • ' : ' ^ , 

provide quality proqr^. The continAd depopulation of institution* 

. will depend' on greater numbers of specialized facilitiq* ^hd greater 



oumbers of persons willing an^ able^j|^^.4nvtKein.' This report 
represents a first step—it provides infoijnation wl«lch* could he used for 
planning and for promotiiiig indlntives that would encourage, th^ develpptont 
of adequate numbers of appropriate' facili^es. 
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•«1 



?fr«4^ixlty ID ' ^ 

„ ' . RLSIDENTIAL FACILITIES FOR 

Besldeat id MENTALLY RETARDED PEOPLE 

• .C«re P<pTson ID ' 



; PPNAl MfiO SHEEI . 

• ■'\y ' " ^ . . 

if " ■ ^ 

Please provide the following information for the above named resident from hi^s or her 
records: ' ^ 

i: Sex: . [U^' D 



2. FEMALE 



2. Date of Birth: / / 

MONTH DAY YEAR 



3. Weigh , L^S. 4. Height: ' FT, INS. 

5. Degree of Tetardation from most repent evaluation: 

I ]l. Borderline (IQ 'Bg-SA) D^' ^^ere (IQ 20-35) 

f~^2. Mild (IQ 52-68) O^.- Profound (IQ 19 and below) 



I \i. Moderate (IQ 36-51) -J^6. Unknown 



> 

"ji6. What is his or her race or ethnic bfcltground?. ^ • 

J ] l.. White ^^(P^ ( .{ A; American Ind^^tJ^ Alaskan Native 

^ ~ Black D^' Hispanic . 

I j 3. Asian or Pacific Islandjflr , ■ j Unknown 

' ^ if ■ . 

7. ^ Dare of current admission to this facility: . , < * .y.^. 

"V 'J MONTH Di^Y YE.\R 

• - ■ f ' ■ ^ ' 

8, Is there any reason stated in the recoils why he or she was acjmijfte^ to this j^rti- 
cular facility? If yes, Wh^t is it? ^ ' ' , . 





~ ^ 











-9. Has' he or she ever' lived In this facility prior to the cj/rrent admission date? 
<Exelude^H^ial visi^», and respite-care arrangements^ ' 



o:..,V: , ■ ' ^ ,■• ■ 103. 
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10. What rype of home or facility did hc/shfe llvu In Inmicdlatjbly before coming here? 



Croup home oy community residential 
facility wiilh 1-15 residents 



I | oi* Foster or fanuJLy care home 
□ 03. 

{ 1 04 , Semi-independent living (e.g. , 
8uper<vised apartments^ 

1 05. Natural/adoptive home 



Community residential facility wit 
16 or more residents 



07. Boarding home 

I jOS. Nursing. hoho 

r~t'09. Public Insti tutlon 

[T]??. other (Please^ Specify) 



I 



06. Independent living^ 



I 1 88. No information in records 



10a. Has resident ever liv^d ii^/a residential^ facility prior to his/her current 
placement l;iere? 



YES 




5. NO 



I DON'T KNOW 



11. How. long did he or she live in residence/home mentioned' in questiot( 10? 

12. Is there ariy reason given in the records why he or .she left the (facility /home) • 
nentioped in question 10? If yes,/ what is it? s/ ^ 



13.' V(> his or her records show a history oj s^Tzute^ at any time during his or her life? 




1. YES . 



NO 



13a. What ,type of seizures? 



} 



Petit 
Mai 



■2. 



Grand 



□I 3 Other (pi 



ease st)ecify) 




of "his om 

_ enta](|illn^8 of any kind? jy 

I j l>. >|Pefrr atitksm*^ ( } 3« Yes, mental illyUss 



lA. In fddltlfzm to evidence 
-^or 



Records do 
^k. not specify 
type 
-s^ ^ 



her mental rc^tardation, do the records show autism 



V 



15. Is the redidenk X^gally adJudicatecU-^^compctent;? 



ERIC 



fES 



5. No, neither 
Don't Ki^ow 



X 



W *i 



* Behavioral Characteristics Assessment 



Behavior Description B<>oklet 

Instructions to Interviewer . . 

Interviewer's Instructions to Care Person (JRespondent) . 



Page 

91 
92 



\ 



/ 



A 



c 




3 



\ 
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\ 



ERIC 



■J. 




. I . ^ ' j ' « . Ntme of RMideat 

"fa^ID* i I '83 I 

■ . % ■ I > : 

Care Penon ibl$ * , 



RetidentlDf I ^ / 

RESIDi:NTIAL FACILITIES F^R 
MENTALt%4«rfARDED PEOPLE 

BEHAVIOR DESCRIPTION BOOKLET 

INSTRU^IONS 

Each of the questions you are alx^t to answer is preceded by four possible answers, for example: 









^ — ~^ ' '' 


YES 




CjfoOELNOT 




* Don it wtH wtih 
no reminder, or 
fwiKiMNH bryo«Kl 
ika kvtl. 


too 
Hard 


^Mediiohc wovWdoH 
coaifd or well biii hat 
mnindcd m opponunHy, 




. 0 


o 


o o 


Eats a (amily style meal usjng all normal utensils with no spilling. 
f k 



You Ife to put an ''X'' in the appropriatuircle foneach item. Mark one circle 
for every item. 



YES 



DottiMjrjji w.ih The resident has completely mtosfered this skill and always does it well by himself without help and * 

Zl^'^t^ without haying to be reminded or coaxed, OR the item is too easy, something that is no. longer 

iMioei appropriate. ^. ^ 

NO. DOES NpT , 6 / . 

The^red^ent does not M this activity ^11 without help because it is tooiiard, he hasn't learned It, 
OR becituse of a physical handicap. 



3ES Npl 

Mrd 

3 0 v.- 



NO. DOES NOt ^ - ■ / , 7. ^ , 

•Md. •» h. The resident hahfcme this activity Well without any help n^en he has hadf to,"bUt be doesnt do it 

•"^.T withou^ing told, dowied, or repeatedly^f€minded. / 

NO. DOES KIOT * -^V' , ' -4 ' 

' '^k^L ' * * ^^^^^ positive that the reddent an do t^s activity well, without help; but he it not aUowec^ do 

rM <wdn»M} *t 'o' aon^reason. He inay not hW the opportunity to do the activity or it may be against the^kt.^ 



ERIC 





A- 


V . ■ 

rtO. DOES NOT 


"b 


o o o 


o 

o 


t) o o 

/ 

o o o 


o 


o o o 

* 


o . 


C O o 


. O 'O o 

t 






Ves 


NO. DOES NOT 



o 
o 

o 

o 

0 

o 



FRIG 



O O ,vO 



o 



.9; 


0 


^ o 


o 


o 


p 


. o 




ft 

o 


o 


-) 
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I 



^ Ealfaf and M«ri Prapmdoa v. 

I. Foedaaelf wi^^^Jnger^ . 

1 Eitt ■ complete meal with ■ knife, fork, and spoon with Uttle spilling. 

3. Preparef a siuipk that doent require cooking (such m a sandwich oi 
bowl of caoeal) without supervisioo. ^ 

4. Mixes and cooks simple foods |uch as scrambled egn^ hamburgers on 
' a range without directsupervision. ^ 

5. Cooks a complete hot meal with help only in planning. 

6. \ Independendy plans, shops for groceries, and cooks cogiplete hot meals. 



1 



B. Dressing 



1. Coo^ntes by holding out arms and teg^Wle being^ressed. 

1 Dresses self completely and correctly exce^ for some fastenings such as 
zippers or shoelaces. ' ^ 



I 



3. Dresses self completely and correcdy including buttons and belts and 
shoelaces. ' - 



/ 



f 



4. Independendy selects appropriate clothing fdr ivarious si|uations and 
weather condiddns. . 

1 - 

5. Iijdependendy selectt and buys correct site and style of clothing and 
accessories;in a store. 



Independendy sews bac^ on buttons Uiat have fUlen off clothing. ^ 



10? ■ ,) 



^ nq.dob^ n8t 



es 



^ * ^ ^ 1* Wlten taken to tbeteUirooma^ appropriate 

• nay itttl have frequent aocklenu unle« reminded. 

Uaet the^toUei independen|lf^p^^'>^remuideri (including remo^ 
and replacing clothing), with le» than one accident per mondi. ^ 

3. In new turroundingi, finds or aaki where the bathroom it. 

Always closes the tMthroom door when tithing, using the toilet, or In 
need or privacy. 



o 


. o 

t' 


0- z 


o 


o 




O' 


o 


o 


o 


o 


0- 5 



I pr^r 



restaurant or public building. » 




NO. DOES NOT 



V 



ninninfi wat 
7^ X 



V 

^ 1 



1. Holds hands under ninninfi water for washi^. ^ ^ 



Q O O 2. When asked, applies loothpaste, brushes teeth ted rinses mouth' and 

toothbrush. / / . ' 

O O O 

\y 3. Adjusu water fisuoets for proper >fempenitttfe in sfak^ or bathtub. 

o o o, * .4. Prepares and odbi|detes badiii«. Including washii^ and drying l^pirt at 

regular ^Ifrvab or aineipdedwldioutrBminde s 

O O -O : 5. Without lemfaideis, keeps aelf clean ai|d%0 groomed ovei^ 

m4Le*up« fiUm nails, elc«). ^» 

O O .O & ^ Indepeidfentlygoesiodoctor'.dentist,c^ 

* r care Qtoess. V\/ * ' i 



"YES:. NO. DOES NOT 

.:.OMiii>Mitj|ii m 
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E. Langwagc CompNiMBsioB 



Ov o o o 1. Responds appropriately u> simple words and gestures suphos 
> >. or '*come hej«^ . 



6 o o o 

o - o o o 

o o o • o 

. ' O O O 

O * G O- O 



-J 



ERIC 



2. Follows simple one part directions which include a preposition such as 
. ''Put your coat in the close^**. • 

3. Follows two part directions in ordervFor example: ""First hang up your 
coat and then fiiid the book*". ' 

' 4. FoDows verbal directions about bow, to put things togethier or take them 
apart, how to iSperate appliances, anid so on. 

^5. Go^d summarize a story or what happened in a movie ||| TV program. 

6. Understands and remembers iiifonnation presented by a speaker to a 
' group of about 20 people such as in a classroom or club meeting. 



YES VNO. DOES NOT , . 

Dm k ttrdl whfe loo SMditobii would do ii < ^ • 

«ofttmiidtf,cr^ Mi«d coutdor wettbuth. F. Language Expresskm 



o o o o 

o- o 7o o 

o o o o 

O O O' o 



1. Shakes head or otherwise indicates yes or no in response to a simple 
question like "Do you want some niiik?" 

2. Says at least ten words that can be understood by someone v^ho knows 
him/her. ^ : , 

3. Speaks (or si^ns) in short sentences. 

\ 4. Uses^omplex sentences containing ''and,** '^because,** etc. For example: 
''I^m not going outside today because it*s raining**. 



O. G O O 5. Carries on a meaning^l ten minute social conversation with someone 

he/she knows casuaHy. ^ 

p o o o D7^]|Calls the landlord or a repairman if something major around die house 

' breaks down. 



NO. DOES NOT 



fcartf 


iilrads tobr 

f 


would doll 
ivcit hui llM 




G. Social Intcractloii 


o 


o 


o 


1. 


Responds to thepresence of another person by smiling or turning head. 


o 


o 


Q 




Plays catch or another simple game with another person. 


o 


o 


o 




Takes part in simple' group games and social activities such as parties. 


D 


o 


O 


4. 


Acts appropriately (does not draw people's attention) when alone in a 
routine public situation, such as in a store. 


O 


o 


6 


5. 


Uses a telephone independently, including finding the number and placing 
the call, to get information and talk to friends. ' 


O 


Q 


o 




fiBhs and entertainsfothers in own resijdence— provides food, beverage 
and apprbpriate activity. 



loo 
hard 



>. DOES NOT 



aeeditobe would do it 
cotied Of well but has 

no oppbnuntiy 



o 
o 
o 

o 
o 



o 

o 
o 
o 
o 



o 
o 
o 
o 
;o 
o 



H. Domestic Activttfcs 



1 . If banded an empty dish , will set it down on a table or sink in appropriate 
circumstances. ' \' 

. ; ' ■ \ ' * ^ ' . i • 

2. When given a damp cloth, wipes'^ counter or table in appropriate 
circumstances. ^ 



3. Finds something to do or asks if there is something to do when he/she is 
unoccupied for more than 15 minutes. 



g| 4. Demonstrates the physical and mental ability^ to get out of the house 
■ safely alone iacase of a fire. 



5. Independendy determiners by lookiijuf a clock v^en it is lime to goio 



school'or woik, eat, or to be homd^ 



■ * 

6. IndepeiKlently loads and operates an aut&matk clothed washer afid dryer, 
including correct settings and appropriate amount of de.teiwnt 



VES ♦ NO. DOES NOT / 88 




O O ^-O o 

o o o . o 

o. 6 o o 

d o o o 

b o 6 o 



CoMinltyOilMt.do« 



1. HndsCivorite toys <^ Objects tfaat are alimys kept 

. ■■ • ■ . ' 

.2.- If asked logo |o a certain room at hoine or in a familiar building, fi^ 
ownway con^tly. ' M. ■ . . 

. ■ • * ' •' ■ t • -u . ■ 

i3. Goes qutside unsu^erviaed in an unfencei yard for ten mmutes without 
wandering away or getting loft 

^ I rdpfekxks from home, school or work litone or sdfli peers without 

gettirii^ , - 

5. If lost, asks directidtas, telephones for help, or otherwise fegainsserise of 
directtoh and inds p la i me d|| ctt ination, 

6. Locates or f6liows directions to aq)ecific street address several mile^ * 
a[way. '* / . ' \- 

■ ■ 5 ■. :. • 



■ # 

I- Value and Money 

1. When given a choice between two (^bjects or toys, usuidly points at or 
otherwise indicates which of the two he/she prefers. 

■h • ^. ' . ■ • , . ; 

2. P^rsistendy points at or names things tbat he/she sees or wants* 

.... V 

3. Shows that he/she knows mo^ey or tokens have value because will tride 
something for them or do something to ^airn them. \ 

4. Without supervision, uses money to make minpr purchases at local stores 
or fast food restaurants (but need not count change correctly). 

5. Budgets transportation and/or recreation money to last an entire wbek. 

6. Counts out exact amount of change for a purchase of SS.QO or less. 



11 
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NO. DOES NOT 

•oht wottUtfeiii 



o o o 



. • f. 



1L RMdiiigaBd^rldMg 



1. ^Lxxduat pictures in a hock orau Wprpgnun forat least minutes 
atatime/ * ' 



9 


o 


o 

> 
• 




o 


o 


o 


o 

• 


o 


0 


A' 


J. 


o 


, b 





2 . Identifies a 'printed ex4ii4>te<rf his/her fim name 
/for eiample on lockers or over coat hooks. 



3. Prints own fint'name«with an example to look at. 



4/ Prints or writes first and last name with no example to look at. 



mleUn 



5. Reads and und^r^nds written sentences and simpleUnstructionS well 
enough to follow directions; for example, oh a^box of cake mix. 



Completes short application Yorms. 




Please check your booklet to 
marked^on^ circle for every item. 

Thank you. 



see that you have 
> 
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Instrudtlons to Interviewer ^' { 



Read the Instructions first, then a'llow respondent to ^udy each of the^fou^\ 
responses criteria before asking if he/she has any questions. 

^If you sense that he is at all unclear about vhat he is to do, go over the first " 
Ucticm with him/ helping with each ^swe'r so , that he understands he is, tte park ^ 
one of the foiiBj .circles. foj: every item. ^ 

Be <l^re that respondent Understands that in order to pass an item (get a Yes*), tjie 
jresident must 1>d able to db 'an activity well, without hielp . and he /she, must *do it 
whenever It needH to be done >witht)ut having ^to be toldy coaxed, or. repeatedly \ 
reminded unless the item specifically states that a TglmlnHer arrppl-ahlli aa' in 
"When asked; resident . . He woul^^lso be rated yes, of course, if. the * • 

resident ia beyond that ^ehavicJr. as iH'-?tilN^ase of Al "F^eds self with fingers" 
for >t:hbse.re8id^nt> who eat wlth'<^ knife and fork. * 

Use as|a standard for what -constitutes "repeated^ reminded" ,t1i^^^s^ standard as"^- 



you would use for yourself other words, a resident^ g'etff-^ ''?Y^ for* an Item 
if he/she' does It well «id dojB^t on his/her own J ' Item8.^t:hin each area are 



arranged roughly in order ^f ^i^culty. - If the flr^t few item£^.are so easy that 
^gthey were . learned long ago .and are no longer appropriate (e.g^, "Holds handsVinder 

runnittfe .water for washing")* score them "Yes"^qo resident gets credit for these^ eas/ 
, It^^. V • : ' 

"No, \^ibes not,^^nee^s' to be 'Voaxed or reminded" means that a resident knows how to 
tjo a skill well,ywith9ju^tvhe|;p, but doe's not do"j^ when it needs t6 be done — for 
'example, a resident who. knows perfectly well hoV^tyo blol^ his/he^ nose, but who * 
often ^has a running* nose unless ,soi&eone tells him/her to blow J. t. Be sure .the > 
respondent understands that this alternative gets at the need>Jta be f^mlnded ojr . ^ 
coaxed, not that he/she needs help or that he jonly performs ^n alytlvity haLf well 
or well half of the time. Resiaent does skill well," but not on his/her owrt. 

"No, does not, too^hard" shoul<J b^ marked if resi^nt ^needs any kind of help to * 
perform an acttvity^or if he/she does the activity. In a sloppy manner or In a/way - 
that^ Idter needs, to ^e redone. If this ifesident has a PHYSICAL HANDICAP that^pre- 
vents him/her from performing an item,^also score it "No, does* not,' too hard." .tj 
Remind respondent, if hfe/she asks about the physical handicap, -that we will takl^f 
the physical handicap into consideration in the VPhysical Characteristics" section 
of the (questionnaire. Any item wl^ich isn't done well, or isn' t done without help , 
^s|buid be scored "No, does not, too hard." . ' ^ »\ 

"Would do it well, but has no opportunity" is the alternative which :;|^y be used in 
the case where a resident would ordinarily receive a "Yes," ~ thate^is, he/she 
would do the activity well on his/her own and without reminding, but he/she is not 
permitted to, eithe]:^ecau8e it is against the rules (e.g., against the rules to' 
go into the kitchen) or because the opportunity isn't available (e.g.', th<! kitchen 
is in another building) so resident can't \inake sandwiches, for example, even 
though he already knows how to do it well and actually would to it right now if 
•given the chance. ^ ) 

If respondent coimben^s- that the items in the booklet either cover too widela r^ge 
of ability or that they don't cover enough skills, or that ^residents \itio^a^i^^^&'/ 
retarded don't pass any items at all,, tell him/her that we are aware of/tHlu^^on- 
cern, but^for the purposes of this survey, we don't need that same detail ch^t 
would be needed for developing habilitation plans. This evaluation will provide ' 
enough detail *to enable us to get a good idea about how independent a resident 
is, which is all we need to know. 



EKLC 



Us 



■ f 



' , ' . Interviewer's Instructions to Respondent 

"And now, finally, I'd like you to fill out this Behavior Description Booklet for 
(RESIDENT)." (HAND RESPONDENT <»IAVI0R DESCRIPTION, BOOKLET.) 

INTERVIEWER: READ ALL INSTRUCTIMg IN BOX BELOW IF RESPONDENT IS FILLING OUT 

BOOKLET FOR THE FllBt TIM?. \ ^ 



This booklet describes ec series of behavlork In different categories, f'd 
like you to score each behavior descriptioiu with regard t« (RESIDENT) . 
There afe^four ways to score each one. Please take a few]^inutes to read 
the instructions." (ALLOW PLENTY OF TIME.) , , |^ 

"You m^y ask any^ questions as yop go alonjg. Mark one answer for every item 
^7 even those that are top easy or too hard. Some items, such as "eats 
with fingers" mdy describe skills which wete mastered long ago and do not 
describe the resident's present behavior. Score these' 'items In the first 
circle along with "Yes, does it well x)r functions beypnd this level." Some^ 
residents may not be able to perform any of these skills. Sc^re each item^ 
"No,* too hard" ^br such residents." ' 



IF RESIDENT USES S IGN LANGUAGE : ; 

'/Any item that ^alls for language can be interpreted to mean sign language. 
'When afike*d' can be<^nterpreted to mean 'When asked in signs'.'" 

RESIDENT HAS fi PHYSICAL HANDICAP-: ° * ^ r ' 

"If (RESIDENT) can't do somettiing because of (his/her) physical handicap,) 
score.it 'NcT,' too hard' and we' ll know "what it ijieans -t>ecause we a^k^ about 
physical l^ndicaps earlier in^the queistionnaire." ^ ) W ^ 

•ASK EVERYBODY: "Do you^ have any iquest ions?" . . , . 

' ^' • ■' ■ ' [ '• > ' ' . 

It* RESpONDE^rai^S AT ALL IINCLEAR, GO THROUGH FIRST SECTION WITH (HIM/HER). 



"Let's go through the first area of behavior together.*" 

1. ' Feeds self with fingers. "Hpw would you score thidV" 

( ■ ' ^' '• • ' ■ -■■ " ' ' - ' • 

. READmiAvglX ITEMS IN EATING SECTION AND MAKE SURE RESPONDENT UNDERSTANDS 
THE SCORING INSTRUCTIONS AND THAT HE/SflE. C(MPLETES EVERY ITEM. 

2. Eats a complete meal with knife, fork, ^d spoon with little ^spilling. 

3. PreparM a snack that dqesn't require ^booking, such as a sandwich or 
h£>wl of WreaVi .without supervision.. 

4. Mixes and cooks simple foods such ^ 
a range without direct supervision 

5. ' Cooks *a complete hot.meal with help bnly in |rlatuiing 

6. Inde,pendently plans, shopS) for groceries, and cooks complete hot meals. 

BE SURE TO CHECK BOOiCLET TO SEE THAT ALL ITEMS ARE Ma!rKED. WITH ONE ALTERNATIVE. 




led egga or hamburgers on 
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APPENDIJC C / . 

: ■ , % ■ 

Care Personnel Questionnaioe: 
Health and Physical Characteristics 



Section A: Physical CharactcAristics 
Section G: Utilization of Services . 



1 for office usejonlyy 


:^ ; , ■ .'.95 ■ ■ ^.y^-' \ , ' ' • • 

) ' Project 12 
✓ RESIDENTIAL FACILITIE&^POR^ • 

MENTALLY RETARDS Du-J»EOPLlr ^a*!* 1978 


SCI 


SURVEY RESEARCH CENTER 

INSTITl^TE FOR SCXJIAL RESEARCH 
, THE UNIVERSITY OF MICHIGAN • 


■ . / V ^ 
■ . ■• - .1 

1. Interviewer's Label ^ 

*■ > ■ i* ■ ■ • 



2., Facility ID: 
3. Resident ID: 



"7. Ij^ngth of Interview 



4. Care Person 1d\ 



/ J (minutes) 
8*. Additional time for Forms: + 



5. ' Yonr Interview NuAber: 

6. Date of Interview: 



Total Time: 



^mlns) ^ 



(minutes) 



10. Length of Edj 




(mlrlutes) 



CAM PERSOIIIKL ' OUBTIOlillAIRE 



& 



THE FOLLOWING STAltoffiNT.MUST BE READ 

. — ^ : T~~ ■ £L 



Your participation in this r^earch jLs compl^^tely voluntary. 
If we should come to any question ypu feel you ca^'t answer 
just let me know and^ we* 11 .go on to the next question. 




INTERVIEWER: YOU MuSf* HAVE THE COMPLETED PERSONAL "RECORD" SHEET 
FOR THIS RESIDENT BEFORE TAKlUl^THIS INTERVIEW. 



P. 468189 
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EXACT TIME NOW^, 



^ SECTIOlf A: PHYSICAL CHARACT^ERISTICS 



» 



^ / 



INTERVIEWER: (SIECK PERSOnXi, RECORD SHEET' AW? ASK CARE "pERSON ABOUT ANY MISSING 
>. V^, INFORMATION. A — 



First of all we xifed to get an Idei of (RESIDENT'S) physical condition and .capabil- 
ities. \ ' 

Al.<^ Besides being mentallv' retardpil, doe^ (RESIDENT) have any of these other 
disabilities: ' ' 



\ 



Deaf or hearing Kmpalred? 
Blind ot visually in^aired? 
Cerebral P^J^y? 



d.» Otheir physical handicap? (What kind? 










^^t^ing else? (What?/ 















YES ' . NO- 
(1) (5) , 




ERIC 



r 



*97 



. Does (RESIDENT) have a hearing ald?r| ^ 

* ^ v. 



1. YES 



5. NO 



5 ■• r 



A2a. To yoi(r knowledge,- does^^^^^^she) 
wear It at least hal^the time?'' 

'J— 



\ 



1. YES 



NO 



ib. (RESPONDENT BOOKLET, P. 1) Which 
of these best describes how well 
(he/she) /lears with the hearing 
aid? 



1. NO^DIFFICULTY WITH HEARING 



— — - — - 

\j SOME WFFICULTX. CAN HEAR 
^^2. WOST OF THE THINGS A PER- 
* SON SAYS 



GREAT DIFFICULTY » CAN HEAR 
3*>0NLY A FEW WORDS SAID OR 
LOUD NOISES 



4. DEA^ OlfNO JJ 



8. DON'T KNOW 

: 



rS^AU^E HEARING 



TURN TO P. 3, A3 



i 



r V 



A2c. (RESPONDENT BOOKLET, P., 1) Which 
of these j>^st describes, how well 
hears (without it)? 



le^he] 
7^ 



IFFICULTY WITH HEARING 



.:^SOME DIFFICULTY, CAN HEAR 
2. MOST OF THE THINGS A PER- 
[ SON SAYS 



/ 



GREAT DJE^ICULTY,^£AN HEAR 
3. ONLY A FEW WORDS sS,ID OR 

LOUD NOISES 
— — ^ 



t . 



4. DE^ OR NO- USE/^E HEARING 



8. DON'T fcNOW 



TURN TO, P. 3, A3 



V 



Us 



i 



A3. Does (he/she) have glasses? 



J. YES 



7r> 



/ 



A,3fi. Is (he/she) suppySel to i^ear thtfm 





A3b* To you knowledgit, does (he/she) 
weaii^ them at leaSt half the ► ^ 



time? 



1. YES 



7 



NO 



A3c. 



(RESPONDENT BOOKLET, P. 2) 
Which of »these best describes 
how well (he/^h^) sees with 
^ (his/her) glasses? 

( \l. no diffigulty seeing 

[ i2. soiie difficulty in seeing 
but can see television 
size jmages from 8 to 10 
feetHway 

I ) 3. GREAT difficulty IN SEEING 
BUT SEES ENOUGH TO WALK ' 
AROUND WITHOUT USUALLY 
BUMPING INTO THINGS 

I ) A, BLIND OR NO USEABLE VISION 

{ I 8. IJON'T KNOW 



TURN TO P* 4 , A4 



A3d 



(RESPONDENT BOOKLET. P. 2) 
Which of these best describes 
how well (he/she) sees 
twlthout [his^Ker] glasses)? 

l.jNO DIFFICULTY SEEING 

PTl 2. .SOME DIFMCULTY I!^ 
^^■^ ^ SEEING, BUT .CAN SEE 

TELEVISION SIZE JMAGES 
FROM 8 TO 10 FEET AWAY 

^•f~P- GREAT DIFHCULTTIN 
^ -SEEING BUT SEES ENOUGH 

TO WALK AROUND WITHOUT 
V USUALLY BUMPING INTO j * 
THINCT" / ' 

r/|4. BLIND OR NO USEABLe\ 
^ VISION -J 

1? 



DON'T KNOW 



TURN TO P. 4, AA 




n ■ v 



■ .> 



/CaV <RKP0NDENT booklet, p. 3X 'How would you describe how (he/she) u^iially gets 
> #r/und at, (FACILITY)? ^ 



A5. 



;CK ONE) . . S 

01. WALKS WITH HO PjltoBLQl.l 



02. WALKS UNSTEADILY OR AWKWARDLY WITHOUT ASSISTANCE ' 
i~T-93- ^'^^ ^™ ASSIS-WkNCE OF CANE, CRUTCHES, WALKER OR ANOTHER PERSON 



:ST^i 

Q]04. PRft'ELS S|LF IN^WHEELCHAIR OR OPERATES OWN MOTOR^ED WHEELCHAIR 

>MUST 3E PUSHED, IN -WHEELCHAIR^ \ ^ 

{ ^06. CRAWLS 'or CREEPS ' ,J 
I I 07. CONFINED BED, .XXIB^ OR MAT 

□ 



other' (DESCRIBE) 



4t 



( 



(RESPONDENT Booklet, p. 4). How would you describe (RES KENT ' S) haiW^nd arm' 
use? ' 

J 1. - HAS COMPLETE CONTROL IN tJSTOG HANDS AND ARMS FOft aJtIVITIES 

APPROPRIATE TO HIS/HER A(^E ' - . 



rn 2. , HAS SOME INABfLITY TO USE HANDS OR ARMS, iuT CAN MANAGE MOST ' 
ACTIVITIES INDEPENDENTLY 

HELP AND/OR USE ^£-fe(^tTIVE EQUIPMENT TO 



I ) 3. . NEEDS .A GOOD DEAL 
USE HANDS AND^^RMS 



4. HAS LITTLE OR NO USEFUL\HAND OR ARM <^NTROL 




,1 
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>1 ^ ^ ■ ■ 

A6. (RESPONDENT BO^ET, .P. 5) Which pi these best describes the vay (RESIDENT) 
usually comnn^S'ates with other people? ( HOST USUAL METHOD. ONLY ) ' 



- 1 



(CripCK ^NE^ 



TALKS 



-T"] 2>v^^SE^SIGN/lANGUAGE (tORMAL SIGNS SUCH AS»THOSE US.EO BY DEAF PEOPLE) 

f~}5v^^^^tlfev TYPES OR WR'ITES INSTEAD OF TALKING" -♦•^b TO'^A? 

□ K " . /' » - - 
4. / USES A SYJfflOt SYSTSrSPOINTS- TO PICTURES OR SYMBOLS SUCH AS 
/ BLISS SYMBOLS'lW'A' SYMML^BOARD) ^GO TO A7 

5. POINTS OR UffES^GESTVRES -Vt~^GO TO A7 

[~] 6. MAY CRY OR 

|~~|7. OXHER(SP& 




ile; but 



IERWISE UNABLE TO COMMUNICATE -r*- GO TO A7 



GO TO A7 



A6a. ^(RESPONDENT UOOKLET, P. 6) HOw easily dn the (Words/signs) under- 
stood by the average person (who knows sign !(|nguage)? (CHECK ONE) |> 

EASILY UNDERSTOOD . '' 



SOMEWHAT DIFFICULT TO UNDERSTAND (CAN USUALLY BE UNDERSTOOD, 
BUT HAS DIFFICtJLTY WIT^ SOME WORDS OR SIGNS) 

' ■ " , »■ 

HARD TO UNpERSTAND (CAN BE UNDERSTOOD ONLY WITH DIFFIQULlVv 
USUALLY -CANNOT BE. UNDERSTOOD WELL BY A ^TRANGER) • . " 



7 



K7. Has (RESIDENT) had an epileptic seizure that yoo ki^ of^ithkrt )t^e last 



yearl 



1. YES 



T 



NO 



^TURN TO P. 6 . A8 



A7a. How frequentj.y do sieizures occur — otice a day or more often, about, once a^ 
week or more often, about onte a month, several times a year, or about / 
once a year or less of ten? • " / 



ONCE A DAY 
1'. OR MbRE 
OFTEN 



ABOUT ONCE 
2. A WEEK OR 
MORE OFTEN 



ABOUT 
3. ONCE A 
MONTH 



SEVEFtAL 
4. TIMES A 
YEAR 



ABOUT OI^E 
5. A YEAR OR 
LESS OFTEN 
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A8. .^Ooes^^ESIDENT) have any long iterm health, pfoblems such as h^art trouble, 

dlabet^f ana so on? * \ • , « / ^ '^^^ 





A9. (RESPONDE^^^ BcjtfcLBT, P. 7)/ Is (he/she) rec^ving' any prescribed m^dicatioru 
now, for ^ Jthese reasons? '.(CHECK ALL'TFjAi ^APIJLYO ' / 



j ] B. S|.EEPING PROBLEMS 



[ I .A CHRONIGJlEDICkM CONDITION SUgH^AS. OlABglES^OR ALLERGIES 

f^]'D> OVERACTIVE BEMVlbR . ' ' ' " ' * 

^ — — >(What is the name' of the drug?^ 



) 




^ EZl A'^V^YtHIA'^IC CONDIT][ON 

Q f. T(y^R£DUCE?TREMOR^ or SHAKING 
. Qj G. ^ BJRTH CONTROL \' ' ^ , ' . t ^ - 

I I H> TOR ANYTHING ELSE OTHER THAN A TEMPORARY ILLNESS (SPECIFY REASON(S)^ 
"jfFOR USE. NAME OF DRUG): 



NONE- 



122 
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SECTION G: UTILIZATION OF SERVICES 



^Gl. Now I want to ask you about different services which residents sometimes use. 
First, how about dental care? Has (RESIDENT) had any dental^care (in the past 
year/since/gomtriBNM^ (USE "SINCE COMING HERE" FOR, RESIDENTS ADMITTED L^SS 
THAN ONE YEAR AGflf. JS 



j I. YES 



NO 



8. DON'T KNOW 



G2. Has (RESIDENT) seen a doctor (in the past year/since coming here) 



I. YES 



5. NO 

— I 



TURN TO P. 3 



8. . DON'T KNOW 

M ' 



G2a. Was this for a routine physical examination, or treatment of an 
illness or injury? • 



1. ROUTINE PHYSICAL 



2. TREATMENT 



GO TO G2c 



BOTH 



G2b. Why did (he/she) see the doctor for treatment? #hat was the problem? 

c ■ - — 



G2c. (RESPONDENT BOOKLET, P. 20) How pftenvdoes (he/she) see a doctor for 
a physical examination — more than twice a year, twice a year, onde a 
year ," or less than once a year? . ' ^ 



MORE THAN 
I. TWICE A 
YE*\R 


» TWICE 
2 . A . 
YEAR 


ONCE 
3. A 
YfAR 


LESS THAN 
4. ONCE A 
*YEAR 




g DON'T 
KNOW 
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. APPENDIX D 





Car^ PerBOxmel Questlonnji^re : 
Maladaptive BehaVlor 



Page 

Section Ft Behavior Problems . 106 
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RESIDENTIAL FACILITIES FOR 
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Project 12 







fliRVEY RESEARCH CENTER 

INSTITUTE FOR SOCIAL RESEARCH 
THE UNIVERSITY OF MICHIGAN 


^ 1. , Interviewer's Label 











2. Facility lUi^ 
3« Raaldent IDs 



4 



4. Care Person ID: 



5. Yoor Interview Number: 



6. Date of Interview: 



7. Length of Interview 



(minutes) 
8. Additional time for Forms: + 



(mlns) 



9. Total Time: 



(minutes) 



10. Length of Edit 



(minutes) 



CARE PEeSONNEL QUESTIONNAIRE 



THE FOLLOWING STATEMENT MUST BE READ 



Your participation in this research is completely voluntary. 
If we should come to any question you feel you'can't answer 
juat let me Know and we Ul gp .xm to the next question. ■ 



INTERVIEWER: Y&U MUST HAVE THE. COMPLETED PERSONAL RECORD SHEET 
FOR THIS resident' BEFORE TAKliNG THIS INTERVIEW. 



P. 468189 'V \t ^ 
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SECTION F: BEHAVIOR PROBLEMSV 



We need to know about any behavior pt^blems (RESIDENT) has now, such as hurting 
( hims elf /J^erself) , hurting other peopjle, destroying property, or doing things 
^hfftr arendisturbtng or"^aui&€ prbble^^ II^fRESlDENT) ha^^^ 

any behavior problems I*d like to go^ Into a little morl^ detail with you. 



Fl. 




(RESPONDENT BOOKLET,. PI 17) Does RESIDENT) have any of these behavior 
probl^^? (CHECK ALL I^HAT APPLY AND FOLLOW INSTRUCTIONS FOR FIRST (TOP) 
MARKED BEHAVIOR.) 



Da- 
Ob. 

□ c. 

□ e. 



SELF-INJURIOUS BEHAVIOR, SUCH AS BANGING HIS 
OR HER HEAD OR PURPOSELY EATING NONEDIBLES 
THAT COULD HARM HIM OR.,HEIJ^^= 



■i 



HURTS OTHER PEOPLE BY KICKING, HITTING, BITING 
OR OTHERWISE PHYSICALLY INJURING THEM 



PURPOSELY BREAKS OR DAMAGES WINDOWS, CLOTHING, 
FURNITURE, TOYS OR OTHER PROPERTY OR OBJECTS — 



>^ TURN TO P. 22, 
■^^URN TO P. 23, 
-^TURN TO P. 24, 



F2 



F4f 



F6 



UNUSUAL OR DISRUPTIVE BEHAVIOR THAT CANNOT BE 
IGNORED, SUCH AS THROWING TANTRUMS, BANGING 
DOORS, MAKING UNUSUAL NOISES OR SEXUAL 

MISCONDUCT — >. TURN TO P. 26, 



BREAKS HOUSE RULES OR REFUSES TO GO ALONG 
WITH HOUSEHOLD ROUTINE 



7 



REFUSES TO GO TO SCHOOL, WORK, OR DAY 
PLACEMENT 



HAS PURPOSELY RUN AWAY FROM HOME 



HAS BROKEN THE LAW 



NO PROBLEMS^ 



TURN TO P. 29, F19 



F8 



■^TURN TO P. 27, FIG 



■^TURN tb P. 27, F12 
F14 
F16 



-J^TURN TO P. 28, 
'^TURN TO P. 28, 
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/: I": 



Tall m« about (hta/har) aalf-lnjurloua biEhavloir* What types of things, does 
(Ue/sh*) do? ' ' ' ' 



t- 



J ■ 




SPONDENT IIPOKLET, P. 18) Which of these best descrlbea whaWiyou 
uaiUy do wtien this behavior occurs? , Just give me one number — what 
ou do most Itften . (IF THERE ARE SEVERAL BEHAVIORS , ASK ABOUT THE 
BEHAVIOR OR GROUP OF BEHAVIORS T^T CAUSE THE BIGGEST PROBLEM.) 



00 NOTHING 



!. SYStTEMATI^kL-I^TeS^ IT OR REINFORCE OTHER BEHAVIORS - 

ni 3. ASJK THE RESIDENT TO STOP, Or\tHREATEN' TO TAKE AWA\; 

4. ASK THE RESIDENT TO LEAVE THE ROOM OR GO TO TI|fErOyT 

. rn 5. TOUCH OR TAKE HOLD OF RESIDENT, TAKE HIM/HERJ>ReH»^E ROOM, 
OR PHYSICALLY TOUCH OR RESTRAIN HIM/HER IN SOM|^^li^AY 

' rn 6. :HAVE to GET help FROM OTHER SJAFF. IT TAKES ^<iEAST TWO 
PEOPLE TO GET THE SITUATION UNDER CONTROL?' 

I 1 7.. OTHER (SPECIFY) (IF NECESSARY: Do you just ask (him/her) 
or must you physically take hold of (him/her)? 



F2b. How often (does this/do these) behavior (s) ocdur on the average? 

^ : ^\ • - TIMES- PER -^■-^^ . ■ . ..v^. 

F2c. Does (he/she) evir injure (himself/herself) so seriously that (he/she) 
needs medical attention? ' 



1. YES 



5. NO 
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F3. INTEBVIEWEB CHECKPOINT ^SeI F1) 



RESIDENT ALSO HURTS OTHER PEOPLE • 



_Q_2? RESIDENT DOES NOT HURT OT HER p'e OPLE ~-fc>TURN TO P. ?A, F3 

1 — ' 



FA. 



Te*tl file about (his/her) hurting other people. What types of things does 
(heAttlve) do? , \, - 



-A 



FAa. (RESPONDENT BOOKLET, P. 18) Which of these best describes what ^ 
usually do vAien this behavior occurs? Just gilve ne one number — what 
you do most often . (IF THERE ARE SEVERAL BEHAVIORS, ASK ABOUT THE 
BEHAVIOR QR-CROUP OF BEHAVIORS THAT CAUSE THE BIGGEST PROBLEM.) 

1-7 

I ll. Pgu NOTHING 

I ]2. SYSTEMATICALLY IGNORE IT OR REINFORCE OTHER 
BEHAVIORS ^ 

I |3. ASK THE RESIDENT TO STOP, OR THREATEN TO TAKE 
AWAY PRIVILEGES 

( |a. ask the resident to LEAVE THE ROOM OR GO TO TIME-OUT 

TOUCH OR- TAKE 'hold OF RESIDENT, TAKE HIM/HER FROM 
THE ROOM, OR PHYSICALLY TOUCH OR ^STRAIN HIM/HER IN 
SOME WAY / ^ ' 

j~[6. HAVE^TO GET HELP FROM OTHER STAFF. IT TAKES AT LEAST 
TWO PEOPLE TO GET THE SITTJATION 

I |7. OTHER (SPECIFY) (IF NECESSARY: Do you just ask (him/her) 
or must ypu physically take hold of (him/her)? 



FAb. How often (does this/do these) behavior (s) occur on 'the average? 

TIMES PER * 
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F5. INTERVIEWER CHECKPOINT (SEE Fl)' 



RESIDENT ALSO DAMAGES THINGS 
I \2. RESIDENT DifKES NOT DAMAGE THINGS 



•TURN TO P. 26, F7 



F6. Tell me abouiC (his/her) damaging or breaking things, 
does (he/she) do? #^ 



What types of things 



F6a. 



(RESPONDENT BOOKLET, P. 18) Which of these best describes what you 
usually do when this behavior occurs? Just give me one number — what 
you do m ost often / (IF THERE ARE SEVERAL BEHAVIORS, ASK ABOUT THE 
BEHAVIOR OR GROUP OF BEHAVIORS THAT CAUSE THE BIGGEST PROBLEM.) 



□ 

□ 
□ 



1. DO NOTHING . . 

2. SYSTEMATICALLY IGNORE IT OR REINFORCE OTHER BEHAVIORS 

3. ASK THE RESIDENT TO STOP, OR THREATEN TO TAKE AWAY 
PRIVILEGES 



(~]4. ASK THE RESIDENT TO LEAVE THE ROOM OR CO TO TJME-OUT 



TOUCH OR TAKE HOLD 0^ RESIDENT, TAKE HIM/HER FROM THE ' 
ROOM. OR PHYSICALLY TOUCH OR RESTRAIN HIM/HER IN SOME WAY 

rj6. HAVE TO GET HELP FROM OTHER STAFF. IT TAKES AT LEAST TWO 
PEOPLE TO GET THE SITUATION UNDER CONTROL. 

I'm ■ 

[~]7. OTHER (SPECIFY) ( IF NECESSARY: • Do you just ask (him/her) 
or must you physically tajce hold of (him/her)? 



F6b. How often (does this/do these) behavior (s) occur on the average? 

TIMES PER 
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no* 



F6c. Is th«r» mvmr atjy coit Involvad in haying t^^«naa« repaired? 



1. YES 



5. NO UfjrlttJBl TO P. 26 , F7 



F6d. (RESPOND^; BOOKLET, P, 19)' Wiring the laat 30-iay». how much has 
it ^coat to r#pair the daipagef (RESIDENT) hia done' 




1. OR 

LESS 


$6.01 
2. TO 
$26 


$26.01 
3 . TO 
$100 


MORE 
4< THAN 
$100-' 


HA$ NOT 
J OdcURRED 
IN UST 

30 'Iays 



8. 






DON'T 
KNOW 
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INTERVIEWER CHECKPOINT (SEE Fl) < 



I [l. RESIDENT ALSO HAS DISRUPTIVE BEHAVIOR *. 

n 2. RESIDENT DOES NOT HAVE DISRUPTIVE BEHAVIOR — »-TURN TO P. 27. F9 



Tell me about cjhls unusual or disruptive behavior. What types of things does 
(he/she) do? 




F8a. (RESPONDENT BOOKLET. P. 18) Which of these best describes what xou 

usually do when this behavior occurs? Just give roe one number — what 
iou do most often . (IF THERE ARE SEVERAL BEHAVIORS, ASK ABOUT THE 
BEHAVIOR OR GROUt OF BEHAVIORS THAT CAUSE THE BIGGEST PROBLEM.) 

I 1 1. DO NOTHING' 

I ]2. SYSTEMA|j[CALLY IGNORE IT OR REINF(5kcE OTHER BEHAVIORS 

I |3. ^ THE RESIDENT TO STOP, OR THREATEN TO TAKE AWAY 
PRIVILEGES 

I |a. ask The resident to leave the room or go to time-out 

I |5. touch or take HOT.n OF resident, "fAKE HIM/HER FROM IBE 

ROOM, OR PHYSICALLY TOUCH OR RESTRAIN HIM/HER IN SOME WAY 
jp . ■ ' ^ 

I 1 6. HAVE TO GET HELf FROM OTHER STAFF. IT TAKES AT LEAST TWO 
, ' PEOPLE TO GET THE SITUATION UNDER CONTROL. 

I |7. OTHER (SPECIFY) (IF NECESSARY: Do you jist ask (him/her) 
or must you phyiically tike hold of (him/her)? 



FSb. How often (does this/do these) behavior (s) occur on the average? 

TIMES PER 



iia 



P9. INTERVIEWER CHECKPOINT (SEE Fl) 



rn 1. RESIDENT ALSO BREAli^ RULES 

I I 2- RESIDENT DOES NOT BREAK RULES 



•GO TO FlI 



FIG. Tell me about (his/her) breaklnR rules or refusing to go along with the house- 
hold routine. What does (he/she) do and what type of problem does it cause? 



T 



FI I . INTERVIEWER CHECKPOINT. (SEE FI) 



[~]l. RESIDENT ALSO REFUSES TO GO TO WORK, SCHOOL, OR DAY PLACEMENT 
I |2- >RESIDENT DOES NOT REFUSE TO GO- -♦TURN TO P. 28, F13 



^**4 ^° daysi, has (he/sjie) spent a day at (HOME/FACILITV*) because 
/ (he/she) refusfd to go to (his/her) dav program? 



1 . YES 



5. NO 



8. DON'T KNOW 
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Fia» INTERVIEWER CHECKPOINT (SEE Fl) 



rn 1. RESIDgNT ALSO RUNS AWAY FROM HOME 

I I 2. RESIDENT DOES NOT RUN AwAY FROM HOME ^00 TO F15 



J 



F14. 



Within the last six months has* (RESIDENT) purposely run away from (HOME/ 
FAtlLITY).? 



1. .YEij 



5. NO 



F15. I NTERVIEWER CHECKPOINT (SEE Fl) 



1- RESIDENT ALSO HAS BROfCEN THE LAW 

I I 2. RESIDENT HAS NOT BROKEN THE LAW — *i-TURN TO P. 29, F17 



During the last year what did (he/she) do that was against the law? 



DID NOT BREAK LAW 
: DURING THE LAST YEAR 



TURN TO 
P. 29. F17 



F16a. Who got involved? Was it only the staff here (or at the day program), 
* a storekeeper, the^lpolice, or sfiibeone else? 




ERIC 



133 



P^?. Do you tMnk (RESIDENT) would b« able to get out Into* th« coimnunltv more, 
•Ithcr allien* or with a staff member or volunteers, if (he/she) didn't 
have the ptoblem^ behavior (s) we have just been talking about? 



1. YES 



5. NO 



8. DON'T JCNOW 



F18. (la the/Are any of these) behavior probiem(8) so seveft that (It Is/they are) 
endangering (RESIDENT'S) continued iplatfenent here? 



/ YES 



5. NO 



8. DON'T KNOW 

1 ^ 



F19. Does (RESIDENT) 'have any istereotyped behaviors such as body-rocking or arm 
waving, that affects (him/her) but not usually the" people around (him/her)? 



1. YES 



5: NO 



8. DON'T KNOW 



V 
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